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The United States healthcare system is unlike any other in the developed world. The United 
States pays more for healthcare, has poorer health outcomes, and the highest uninsured rate of 
the developed world as well as rampant health inequities across race, gender, and class. In an 
attempt to remedy several of these issues and provide health insurance to low-income 
Americans, the Patient Protection and Affordable Care Act (ACA) was passed in 2010. As a part 
of the ACA, Medicaid was expanded to cover individuals living below 138% of the federal 
poverty line. Given that the Supreme Court determined that states should have the choice to 
expand Medicaid, only 25 states expanded Medicaid by January 2014. Using comprehensive 
health data from the Behavioral Risk Factor Surveillance System, this study explores whether the 
ACA, and particularly, the expansion of Medicaid, reduced racial and ethnic disparities in health 
insurance, access, utilization, and outcomes. By employing a difference-in-difference strategy, 
we find that racial disparities in health insurance coverage, financial risk from healthcare costs, 
and self-reported general health and mental health decrease. However, there are ambiguous 
effects on health utilization and physical health outcomes. These improvements are not uniform 
across race: blacks experience far greater improvements than Hispanics, relative to non-Hispanic 
whites. Additionally, there are no remarkable differences in racial and ethnic disparities in health 
between expansion and non-expansion states and individuals living below and above 138% of 
the federal poverty line after the full implementation of the ACA. 
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The United States is the only high-income country in the world without a universal 
healthcare system (Stuckler et al., 2010). Whereas the United States uninsured rate in 2010 was 
16.1%, most OECD countries had an uninsured rate of 0% (Office of the Assistant Secretary for 
Planning and Evaluation, 2011). This fact is often used to explain the unique nature of U.S. 
healthcare. The United States spent $8,508 per person on health care in 2011, two-and-a-half 
times more than other developed countries in the world, including the United Kingdom, France 
and Sweden (OECD Health Data, 2012). Despite, spending the most on health care, the United 
States consistently ranks behind these countries on measures of access, quality and efficiency of 
health care, as well as health equity, and health outcomes (The Commonwealth Fund, 2014). In 
fact, racial and ethnic disparities in health access, utilization, and outcomes are widespread in the 
United States. African Americans and Hispanics fare far worse than whites on almost all 
measures of health, including health insurance coverage, financial risk from healthcare costs, 
health utilization, self-report health status, physical health, mental health, and mortality (Centers 
for Disease Control and Prevention, 2011).  
In an attempt to decrease the proportion of the United States population that is uninsured, 
the Patient Protection and Affordable Care Act (ACA) was passed by President Obama in 2010. 
Key provisions of the ACA include regulations that no longer allow health insurance companies 
to deny health insurance to individuals with preexisting conditions, an individual mandate that 
requires every American to buy health insurance, and subsidies to make health insurance more 
affordable. This includes providing subsidies to purchase health insurance through state 
marketplace exchanges and the expansion of Medicaid to cover low-income individuals and 
families. However, in 2012, the U.S. Supreme Court upheld the individual mandate but allowed 
 6 
states to choose whether to expand Medicaid. As of April 2018, only 32 states have expanded 
Medicaid under the ACA.  
Although the ACA is a race-neutral policy, it has the potential to have disparate impacts 
across racial groups because racial and ethnic minorities make up a majority of the uninsured 
population. As such, this study seeks to answer the following questions: Has the ACA reduced 
racial disparities in health insurance coverage? If so, has this reduction in the black-white or 
Hispanic-white gap in health insurance coverage resulted in a reduction in racial disparities in 
health access, utilization, and physical and mental health outcomes? Because Medicaid was only 
expanded in particular states, are there differential improvements in racial and ethnic disparities 
based on state choice to expand Medicaid? How has the expansion of Medicaid affected racial 
disparities for low-income Americans in particular, given that the ACA is intended to provide 
health insurance coverage to this group, which has historically had limited access to health 
insurance? 
To explore the effect of the ACA on racial disparities in health insurance, utilization, and 
outcomes, this study employs a difference-in-difference specification. This strategy allows for 
the ability to explore whether blacks were differentially affected by the ACA after its 
implementation. A triple difference-in-difference strategy is utilized to explore the 
heterogeneous effects of state choice to expand Medicaid and income on racial disparities in 
health access, utilization, and outcomes before and after the expansion of Medicaid in 2014. This 
is because although a difference-in-difference strategy indicates how blacks from all income 
levels and all parts of the country were affected by the ACA, relative to whites, Medicaid was 
only expanded in particular states and specifically intended to affect low-income individuals and 
families. A triple difference-in-difference strategy parses through how the implementation of the 
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ACA affected the black-white or Hispanic-white gap in health amongst low-income communities 
and within states that expanded Medicaid.   
I use data from the Behavioral Risk Factor Surveillance System, a health-related 
telephone survey that asks questions about health insurance coverage, financial risk from 
healthcare costs, screenings, immunizations, self-reported general health, mental health, and 
physical health outcomes by state. This study finds that there are significant reductions in racial 
and ethnic disparities in health insurance, financial risk from healthcare costs, and self-reported 
general health and mental health. However, these improvements do not amount to a reduction in 
racial disparities in utilization and physical health outcomes. Furthermore, Blacks experience far 
greater improvements than Hispanics across most outcome variables. While states that did not 
expand Medicaid had wider racial disparities in health before the expansion of Medicaid than 
states that did expand Medicaid, non-expansion states experience greater decreases in racial 
disparities after the full implementation of the ACA. Additionally, while individuals living below 
138% of the federal poverty line see a significant improvement in health insurance coverage, the 
black-white gap and Hispanic-white gap does not change. However, the black-white and 
Hispanic-white gap in health status decreases slightly more for individuals living below 138% of 
the federal poverty line.  
These findings have important implications for health policy. Increasing access to health 
insurance, whether through statutes like the ACA or a complete reform of the healthcare system, 
may be a mechanism to not only reduce racial and ethnic disparities in health, but also improve 
health outcomes, more generally. Health inequities are worth addressing, given the importance of 
health for education, labor force participation, income and life outcomes. Reductions in racial 
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and ethnic disparities in health may reduce disparities in other aspects of life, including 
education, income, employment, and overall quality of life. 
The remainder of this paper is organized as follows: Section II provides relevant 
literature and background information on the Affordable Care Act, particularly Medicaid 
Expansion, and racial and ethnic disparities in health. Section III provides a brief description of 
the two data sets utilized in this study, the National Health Interview Survey and the Behavior 
Risk Factor Surveillance System. Section IV provides summary statistics and descriptive figures. 
Section V describes the empirical methodology of this paper and Section VI provides the results. 
Section VII concludes the paper and describes the limitations of our findings, main takeaways 
and next steps.  
 
II. Background and Literature Review 
 
 
II.I The Affordable Care Act and Medicaid Expansion 
In 2010, the uninsured population in the United States was the largest amongst OECD 
countries, 16.1%. This can largely be explained by the fact that the United States does not have a 
universal healthcare system. The uninsured population in the U.S. is disproportionately poor. 
Almost one-third of the uninsured population lives on less than $25,000 a year. Another 31% of 
the uninsured population lives on $25,000-50,000 a year (Office of the Assistant Secretary for 
Planning and Evaluation, 2011).  
Given the high uninsured rate amongst low-income Americans, the Patient Protection and 
Affordable Care Act (ACA) was passed by President Barack Obama in 2010. Inspired by 
Massachusetts health reform legislation passed by Governor Mitt Romney, the ACA is 
metaphorically called the “three-legged stool,” because all three major provisions, or “legs,” of 
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the ACA are necessary for providing affordable health insurance to uninsured Americans. The 
most popular and arguably, most important, provision of the ACA are regulations that require 
insurance companies to offer health insurance to applicants based only on age and smoking 
status. Americans can no longer be denied health insurance due to preexisting health conditions 
and insurance companies can no longer increase premiums due to an applicant’s health status.  
To mitigate the risk of adverse selection, the second leg of the stool is the individual 
mandate. The individual mandate requires all individuals in the United States to purchase health 
insurance or pay a penalty. However, not all families cannot afford health insurance. Therefore, 
the third leg of the ACA encompasses many provisions that attempt to make health insurance 
affordable to low-income individuals and families. Young adults under the age of 26 are now 
eligible to be covered by their parent’s health insurance. Individuals earning between 138% and 
400% of the federal poverty line are now eligible for subsidies within newly-created health 
insurance state marketplace exchanges. The most controversial portion of the ACA is the 
expansion of Medicaid to allow individuals living below 138% of the federal poverty line to 
receive health insurance coverage under Medicaid. Additionally, categorical eligibility was 
removed such that eligibility for Medicaid is solely based on household size and income.  
Although the original intention of the ACA was to expand Medicaid in all 50 states by the 
year 2014, many states were unwilling to expand Medicaid. In 2012, The Affordable Care Act 
was brought to the U.S. Supreme Court in a landmark supreme court case, National Federation 
of Independent Businesses vs. Sebelius. Although the Supreme Court upheld the right of 
Congress to implement major provisions of the ACA, including the individual mandate, the 
Court ruled that states must be given the option to opt out of expanding Medicaid without losing 
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pre-existing Medicaid funding. As of April 2018, 18 states have not expanded Medicaid (Table 
1).  
 
II.II Current Literature on the Effects of Medicaid Expansion  
Previous literature suggests that Medicaid expansion under the ACA has had profound 
impacts on health insurance coverage and access to healthcare in states that chose to expand 
Medicaid. States that have expanded Medicaid have seen large increases in Medicaid enrollment, 
not only from individuals that are newly eligible for Medicaid but also from individuals that 
were previously eligible but had not enrolled in Medicaid before the expansion (Miller and 
Wherry, 2017; Louisiana Department of Health, 2017; Decker et al., 2017; Wehby and Lyu, 
2017; Deloitte Development LLC., 2015; Artiga et al., 2015; Wherry and Miller, 2016). 
Increased enrollment in Medicaid has led to a significant reduction in the uninsured population in 
expansion-states. This reduction is far more than in states that chose not to expand Medicaid 
under the ACA (Hayes et al., 2017; Sommers et al., 2017; Decker et al., 2017; Decker and 
Lipton, 2017; Avery et al., 2016; Office of the Assistant Secretary for Planning and Evaluation, 
2016). Some studies have confirmed that declines in the uninsured rate amongst low-income 
individuals can be largely attributed to Medicaid expansion (Courtemanche et al., 2016; Frean et 
al., 2016). Additionally, other studies have shown that Medicaid expansion has particularly 
reduced the uninsured rate amongst vulnerable populations, including low-income individuals, as 
expected, as well as young adults, mothers, prescription drug users, veterans, people living with 
HIV, cancer patients, adults that identify as gay, lesbian, bisexual and transgender, amongst 
others (Dawson and Kates, 2018; Soni et al, 2018, Moss et al., 2017; Artiga et al., 2017; 
Dawson,2017; Karpman et al., 2016; Williamson et al., 2016).  
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Current literature on Medicaid Expansion also finds that access to health insurance improves 
the affordability of healthcare and overall financial security amongst low-income individuals. 
Research has found a greater reduction in low-income individuals forgoing medical care because 
of costs in states that chose to expand Medicaid, compared to non-expansion states (Seldon et al., 
2017; Sommers et al., 2017). Additionally, some studies have found a reduction in out-of-pocket 
medical spending, unpaid medical bills and medical debt (Hu et al., 2018; Brevoort et al., 2017; 
Caswell and Waidmann, 2017; Blavin et al., 2018; The Commonwealth Fund, 2017). More 
specifically, one study found a $205 decrease in annual out-of-pocket spending in 2014 for 
previously uninsured prescription drug users (Mulcahy et al., 2016). Another study on Ohio’s 
Medicaid Expansion has found that the percentage of Medicaid enrollees with medical debt fell 
by almost 50% (Kasich and Sears, 2017).  
 Whereas some studies have found that Medicaid expansion has improved access to care 
and utilization of a multitude of health care services, many studies have also not found 
significant positive effects. Two studies found that Medicaid expansion lead to significant 
increases in cancer diagnosis rates (Soni et al., 2017; Ajkay et al., 2018). Other studies have 
found that Medicaid expansion is associated with increases in prescriptions for opioid use 
disorder and opioid overdose. However, other studies have found no significant positive effects 
on access and utilization measures (Miller and Wherry, 2017; Wherry and Miller, 2016). This 
can be attributed to the fact that these studies were done in 2014 and changes in utilization may 
take a year to materialize. 
 Several studies have found that Medicaid expansion improved self-reported health status 
(Sommers et al., 2017; Sommers et al., 2016; The Ohio Department of Medicaid, Simon et al., 
2016; The Kaiser Family Foundation, 2014; Winkelman and Chang, 2018). However, few 
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studies did not find significant increases in measures of self-reported health status (Wherry and 
Miller, 2016; Sommers et al., 2015; Miller and Wherry, 2017; Courtemanche et al., 2017). This 
may be due to the fact that significant improvements in health status and health outcomes may 
take several years to materialize. One study found that improved health outcomes for cardiac 
surgery patients as well as a decline in pre- and post-operative morbidity after the expansion of 
Medicaid (Charles et al., 2017). A compelling study done in 2018 suggests that Medicaid 
expansion may have contributed to a decline in infant mortality rate. Whereas infant mortality 
rate actually increased between 2014 and 2016 in non-expansion states, there was a slight decline 
in infant mortality in states that chose to expand Medicaid (Bhatt and Beck-Sague, 2017).  
 
 
II.IV Racial Disparities in Health  
 
Although the primary intention of the Affordable Care Act was to decrease the uninsured 
population in the United States, approximately 55%, or more than half, of the uninsured 
population identify as racial and ethnic minorities. Additionally, 62% of Blacks and 57% of 
Hispanics have incomes that are at or below the Affordable Care Act’s Medicaid Expansion limit 
of 138% of the federal poverty line (Kaiser Family Foundation, 2013). Given that people of color 
are at a disproportionately higher risk of being uninsured and low-income, the Affordable Care 
Act and key provisions, such as Medicaid Expansion and subsidies for health insurance in 
marketplace exchanges, may have a significant impact on racial disparities in health. 
 Racial disparities in health insurance coverage, health access, utilization and outcomes are 
rampant in the United States. African Americans and Hispanics have historically had higher 
uninsured rates than whites in the United States. According to a brief published by the Office of 
the Assistant Secretary for Planning and Evaluation of the Department of Health and Human 
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Services, the uninsured rate for African Americans and Hispanics in 2011 was 20.8% and 30.7%, 
respectively, whereas the uninsured rates for whites was only 11.7%. Despite accounting for 
64.5% of the United States population, non-Hispanic whites only represent 46.3% of the 
uninsured population. On the other hand, African Americans and Hispanics represent 12.8% and 
16.3% of the population but represent 16.3% and 30.7% of the uninsured rate, respectively.  
People of color, particularly blacks and Hispanics, are more likely than whites to experience 
barriers to accessing care across a wide array of measures. According to a report published by 
the Robert Wood Johnson Foundation, blacks and Hispanics are more likely to report not having 
a usual source of care, defined as not having a provider that the individual can go to when they 
are sick or in need of advice on their health. However, the study also finds that adjusting for 
health insurance coverage, income, and other socioeconomic factors reduces this disparity. The 
Health Disparities & Inequalities Report published by the Centers for Disease Control in 2011 
suggests that African Americans and Hispanics are also less likely to access preventative health 
services. During the 2009-2010 influenza season, there was lower influenza vaccination 
coverage amongst blacks and Hispanics, compared to non-Hispanic whites. Similarly, non-
Hispanic whites above the age of 50 were more likely than any other race to report being 
screened for colorectal cancer within the recommended time interval. 
According to the same report, people of color also experience worse health outcomes than 
blacks. Whereas white women had an infant mortality rate of 5.58 births per 1,000 live births in 
2006, black women had an infant mortality rate of 13.35 births per 1,000 live births, a rate that is 
2.4 times that of white women. This gap has been rather stagnant since 2000. Whereas the 
difference in infant mortality rate between whites and blacks was 138.4% in 2000, the difference 
was 139.2% in 2006. Similarly, coronary heart disease and stroke, the first and third leading 
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cause of death in the United States, disproportionately affect African Americans and Hispanics. 
Whereas whites have a coronary heart disease rate of 134.2 per 100,000, blacks had a rate of 
161.6 per 100,000. Comparably, rates of stroke was 32.3% higher amongst blacks than whites 
(61.6 versus 41.7 per 100,000 population, respectively). Additionally, obesity is more prevalent 
amongst Africans Americans and Hispanics. 21% of Blacks and 22% Hispanics under the age of 
20 are likely to be obese whereas only 14% of whites under the age of the 20 are likely to be 
obese. Amongst adults, 44% of blacks and 35% of Hispanic are likely to be obese, whereas 33% 
of whites are likely to be obese. Finally, whereas whites are less likely than blacks to have 
hypertension, they are more likely to have “controlled” hypertension, which is defined as a blood 
pressure below 140/90 mm Hg amongst hypertensive patients.   
 The literature on the effect of the ACA on racial and ethnic disparities in healthcare finds 
that uninsured rates decreased more substantially for African-Americans and Hispanics, than for 
whites (Chen et al., 2016; Buchmueller et al., 2016). Additionally, Latinos were less likely to 
delay or forgo necessary care because of costs and were more likely to have physician visits 
(Chen et al., 2016). This is critical because the literature finds that a sizable amount of racial and 
ethnic differences in whether a person has a usual source of health care can be reduced if African 
Americans and Hispanics were insured at the same levels as whites (Lillie-Blanton and Hoffman, 
2005).  
 
II.III Conceptual Framework: The Relationship between Health Insurance and Health 
Outcomes 
The primary purpose of the ACA is to provide affordable health insurance to uninsured 
individuals and families. Political advocates for the ACA argue that decreasing the sizable 
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uninsured population in the United States will remedy some of the problems with the U.S. 
healthcare system, namely poor health outcomes. However, there is considerable controversy 
about whether and to what extent health insurance coverage actually improves health outcomes 
and mortality.  
 Given that the purpose of health insurance is to manage financial risk from healthcare 
costs, there is substantial evidence demonstrating that having health insurance improves financial 
security. In the Oregon Health Insurance Experiment, a random lottery for health insurance 
coverage in Oregon, researchers found a decrease in medical bills and catastrophic out-of-pocket 
costs (Baicker et al., 2013). Additionally, a study on Massachusetts healthcare reform in 2006 
also reveals that health insurance led to a reduction in bill collections and bankruptcies 
(Mazumder and Miller, 2016).  
 However, whether health insurance translates into better health outcomes is somewhat 
ambiguous. In the Oregon Health Insurance Experiment, there was no statistically significant 
improvements in hemoglobin, blood pressure, or cholesterol levels (Baicker et al., 2013). 
However, the Oregon study did find improvements in depressive symptoms, increased rate of 
diagnosis for depression, and increased treatment with antidepressant medication (Baicker et al., 
2013). Studies have shown that individuals with chronic health conditions are more likely to 
access care with health insurance (Sommers et al., 2017; Torres et al., 2017). Additionally, the 
Oregon experiment did find a 25% increase in the number of individuals that self-report having 
“good,” “very good,” or “excellent” health (Baicker et al., 2013). Whether self-reported health 
status is relevant is unclear. Although there is some debate about the importance of self-reported 
health status as a measure of health, it is a validated measure of the risk of death. Patients who 
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report their health as “poor” have considerably higher mortality rates than patients who report 
their health as “excellent” (Miilunpalo et al., 1997; DeSalvo et al., 2006).  
Finally, there are contradictory conclusions about whether health insurance leads to a 
decline in mortality. The Oregon Health Insurance Experiment found a statistically insignificant 
16% reduction in one-year mortality (Baicker et al., 2013). However, a 2002 report by the 
Institute of Medicine concluded that a lack of health insurance causes thousands of deaths in the 
United States every year (Institute of Medicine, 2002). Another study comparing three states that 
expanded Medicaid in the early 2000s to neighboring states that did not expand Medicaid found 




To study the effect of the ACA on racial and ethnic disparities in health, I obtained two 
data sets, the National Health Interview Survey and the Behavior Risk Factor Surveillance 
System. The National Health Interview Survey (NHIS) is the largest and most comprehensive 
source of health information on the United States civilian population. The NHIS is collected by 
the National Center for Health Statistics of the Centers for Disease Control and Prevention 
(CDC). In this study, I use the NHIS to present a descriptive analysis that confirms racial and 
ethnic disparities in leading causes of mortality and chronic health conditions on a national scale. 
Although the NHIS is very comprehensive, a limitation of the NHIS data is the absence of state-
level data.  
The Behavioral Risk Factor Surveillance System (BRFSS) is the primary data set for this 
study. BRFSS is a health-related telephone survey that collects data about U.S. residents 
regarding health-related risk behaviors, chronic health conditions, health immunizations, 
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screenings, and other preventative services. BRFSS conducts more than 400,000 interviews 
every year, from all 50 states, as well as the District of Columbia and three U.S. territories and is 
as such, renowned for being the largest continuously conducted health system survey done in the 
world. This data set is also publicly available via the CDC. I restrict the data set to 2010 to 2016, 
which are the years leading up to and after the full implementation of the ACA. From 2010 to 
2016, 3,317,425 interviews were conducted. Unlike the NHIS, BRFSS includes state 
identification, which allows for the ability to explore the differential impact of state choice to 
expand Medicaid on racial and ethnic disparities in health.  
Another advantage of the BRFSS is that it includes a variety of different variables about 
health insurance coverage, financial risk from healthcare costs, health immunizations, health 
screenings, general health, mental health, disability, respiratory conditions, cardiac conditions, 
and other illnesses. Therefore, in our analysis, we can explore whether the ACA affects not only 
racial disparities in health insurance coverage, but also health access, utilization and outcomes. 
BRFSS also includes demographic data that can be controlled for, such as education, marital 
status, age, amongst others.  
 
IV. Descriptive Figures  
 To begin, we document racial disparities in health in the NHIS. Table 2 shows racial 
disparities in the ten leading causes of mortality. Given the multiplicity of health outcomes in the 
data set, we focus the descriptive statistics on the ten leading causes of mortality in the United 
States, according to the CDC. Although, whites have higher mortality rates than both African 
Americans and Hispanics across most leading causes of mortality, African Americans and 
Hispanics have a higher mortality rate than whites in which diabetes and nephritis (kidney 
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disease) are the leading cause. Given that diabetes and nephritis are two chronic health 
conditions, Table 3 displays NHIS data from 1988 to 2009 about the prevalence of chronic health 
conditions by race. Across many chronic health conditions, including asthma, diabetes, 
hypertension, nephritis, and stroke, African Americans have statistically significantly higher 
disease burdens than whites. Hispanics have statistically higher disease burdens for only a subset 
of these chronic health conditions: diabetes, nephritis, and hepatitis. These statistics are in line 
with previous studies that document racial disparities in health (Centers for Disease Control and 
Prevention, 2011).   
Table 4 shows racial disparities in health insurance coverage, health care access, 
utilization and health outcomes before the Affordable Care Act using the BRFSS data set. Blacks 
and Hispanics have a health insurance rate that is 9.1 and 17.5 percentage points lower than 
whites, respectively. Similarly, Blacks and Hispanics are more likely than whites to forgo 
medical care because of costs. Whites are more likely than Blacks and Hispanics to have had 
certain immunizations and screenings, including mammograms, PSA tests, colonoscopies, and 
flu and pneumonia immunizations. On the other hand, blacks and Hispanics are more likely to 
have been screened for HIV and blacks are also more likely to have been screened for diabetes. 
Blacks and Hispanics are less likely than whites to self-report their general health status as 
“excellent” or “very good.” However, whites report higher rates for most physical health 
conditions, including cancer, COPD, heart attacks, heart disease, and high blood cholesterol. One 
possible explanation for this is that whites may be diagnosed at higher rates than blacks and 
Hispanics. 
Next, we document the dynamics of health insurance coverage separately by race with a 
focus on the years leading up to and after the full implementation of the ACA. Figure 1 shows 
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that whites have a considerably higher health insurance rate than blacks, who have a higher 
health insurance rate than Hispanics. Between the years 2013 and 2014, there seems to be an 
increase in health insurance coverage for all three races. Figure 2 plots the black-white gap and 
Hispanic-white gap relative to 2010. The black-white gap grew in 2011 and 2012, but began to 
decrease in 2013, relative to 2010, with the largest decrease occurring between 2013 and 2014. 
While the Hispanic-white gap in health insurance rate shrinks in 2011, it stagnates from 2012 
onward. This is consistent with what we expect, given that previous studies have found that the 
ACA decreased racial disparities in health insurance coverage (Chen et al., 2016).   
To document whether there is a visual correlation between health insurance coverage and 
health outcomes, Figure 3 plots the proportion of the population that self-reports their health as 
“excellent” or “very good” by race. Whites are more likely than blacks and Hispanics to self-
report their health as “excellent” or “very good.” Hispanics are the least likely to do so. There are 
no remarkable increases in the proportion of the population that self-reports their health as 
“excellent” or “very good” from 2010 to 2016. The proportion of blacks and Hispanics to self-
report “excellent” or “very good” health seems to increase slightly, but the trend for whites 
remains largely the same. Figure 4 displays the black-white gap and Hispanic-white gap for this 
variable. The black-white gap and Hispanic-white gap in general health begin to shrink in 2011 
and continues to do so until 2016. The black-white gap decreases more than the Hispanic-white 
gap each year, though the difference is not statistically significant.  
Figure 5 plots the standardized z-score of the variable that indicates the number of days 
in the past 30 days in which the individual self-reports having poor health. Blacks are more 
likely to report days of poor health than whites and Hispanics in 2010. Not surprisingly, whites 
report the least number of days of poor health. From 2010 to 2016, the value decreases for both 
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blacks and Hispanics but increases marginally for whites. Figure 6 plots the black-white gap and 
Hispanic-white gap of this variable. The black-white gap and Hispanic-white follow very similar 
patterns. Both gaps widen slightly in 2011 but experience a steady decline, thereafter.  
These descriptive statistics demonstrate a closing in the black-white and Hispanic-white 
gap in health insurance as well as a closing in the black-white and Hispanic-white gap in health, 
to some degree. While these dynamics imply that the ACA may have played an important role in 
decreasing these gaps, it is possible that other changes, perhaps in educational attainment, are 
contributing to the patterns observed. In the next section, we outline empirical models that allow 
us to assess the sensitivity of these dynamics when we add controls for age, number of children, 
education, state and marital status. We also present specifications that allow us to examine 
heterogeneous effects with respect to state choice to expand Medicaid and with respect to 
income, which are important, given that Medicaid was only expanded in particular states and for 
low-income individuals.  
 
V. Empirical Methodology 
 The primary analysis of this paper utilizes a difference-in-difference strategy. This 
strategy allows for the opportunity to explore the impact of the expansion of Medicaid in 2014 
by race.  
(1) !"#$ = 	'() +	'(+,-./$ +	'(01234" +	'(5(,-./$ ∗ 1234") + 9"#$ + e"#$ 
 
where i denotes individual, s denotes state, and t denotes time. Postt is a time categorical 
variable for the full implementation of the ACA. Postt equals 0 between 2010 and 2013 and 
equals 1 between 2014 and 2016. Racei constitutes two indicators, blacki and Hispanici, which 
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indicate whether an individual identifies as black or non-white Hispanic, respectively. !"#$ 
indicates the outcome variable of the regression, which includes variables for health insurance, 
health utilization, physical health or mental health. The estimate that measures the interaction 
between ACAt and 1234" ('(5)	specifies how the black-white or Hispanic-white gap changes 
before and after the full implementation of the ACA. This analysis only encompasses individuals 
between the ages of 18 and 64. Individuals above the age of 64 are beneficiaries of Medicare, 
which was unaffected by the Affordable Care Act and the expansion of Medicaid. Additional 
control variables include age, education, state-fixed effects, gender, and marital status, which are 
included in 9"#$.	 
 Given the fact that some states chose to expand Medicaid while others did not, my second 
specification employs a triple difference-in-difference strategy. This regression encapsulates how 
the black-white and Hispanic-white changes after the expansion of Medicaid in 2014, 
differentially by whether a state chose to expand Medicaid.  (2)	!"#$ = 	'() +	'(+,-./$ +	'(01234" +	'(5<4=4>?# +	'(@(,-./$ ∗ 1234")+	'(A(,-./$ ∗ <4=4>?#) + '(B(1234" ∗ <4=4>?#)+	'(C(,-./$ ∗ 1234" ∗ <4=4>?#) + 9"#$ + e"#$  
where Medexps is an indicator for whether the state expanded Medicaid on January 1st, 
2014. The states that have not expanded Medicaid, expanded Medicaid on January 1st, 2014, and 
those states that expanded Medicaid after January 1st, 2014 are listed in Table 1. For the sake of 
simplicity, states that expanded Medicaid after January 1st, 2014 were dropped from this study.  
Given that Medicaid was expanded to cover families living under 138% of the federal 
poverty line (FPL), I construct another triple difference-in-difference regression that analyzes 
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how the black-white and Hispanic-white gap changes after the expansion of Medicaid, 
differentially for individuals living above and below 138% of the federal poverty line.  (3)	!"#$ = 	'() +	'(+EFE$ +	'(01234" +	'(5138I,J" +	'(@(EFE$ ∗ 1234")+	'(A(EFE$ ∗ 138I,J") + '(B(1234" ∗ 138I,J")+	'(C(EFE$ ∗ 1234" ∗ 138I,J") + 9"#$ + e"#$ 
where 138I,J" is an indicator for whether the individual lives below 138% of the 
federal poverty line. 138I,J" equals 1 if individual lives below 138% FPL and equals 0 if 
individual lives above 138% FPL. However, it is important to note that the 138I,J" indicator is 
far from perfect. 138% FPL is defined by household income and family size. Given that BRFSS 
provides income in bins, many of the cutoffs for 138% FPL fall between income bins. Therefore, 
the variable is only an approximate indicator for individuals living above or below 138% FPL.  
Because of the extensive number of outcome variables, I create standardized indices 
which aggregate information over several outcome variables. This has previously been done by 
Kling, Leibman and Katz (2007), Anderson (2008), and Hoynes, Schwazenbach and Almond 
(2016). As Hoynes, Schwazenback and Almond (2016) suggest, aggregating outcome variables 
increases statistical power. The index is created by taking the average of the standardized z-score 
of each outcome variable included in the index. The z-score is calculated by subtracting the mean 
and dividing by the standard deviation. The following indices were created: health insurance 
index (health insurance coverage variable and no health insurance in the past year variable), 
financial risk index (forgoing medical care because of costs variable, forgoing prescription drugs 
because of costs variable, and unpaid medical bills variable) screenings index (checkups 
variable, mammograms variable, Pap tests variable, blood cholesterol screening variable, breast 
exam variable, PSA test variable, diabetes screenings variable, blood stool test variable, 
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colonoscopy variable, and HIV screening variable), immunization index (flu shot variable, 
pneumonia shot variable, HPV vaccination variable, and doctor’s visits variable), general health 
index (self-reported health status variable, days of poor health variable, days of poor physical 
health variable and days of good health variable), mental health index (self-reported mental 
health variable, emotional support variable, satisfaction with life variable, and diagnosed with 
depression variable), disability index (limitations caused by physical variable, mental or 
emotional problems variable, and need for special equipment variable), cancer index (skin cancer 
variable and other cancers variable) respiratory disease index (COPD variable and asthma 
variable) and a metabolic syndrome index (heart attack variable, heart disease variable, high 
blood pressure variable, high blood cholesterol variable, diabetes variable, and prediabetes 
variable). A higher score is a better outcome for the health insurance, screening, immunization, 
and general health indices. On the other hand, a lower score indicates a better outcome for the 
financial risk, mental health, disability, cancer, respiratory disease, and metabolic syndrome 
indices. Results will be presented with respect to the indices but the results for the individual 
components can be found in the Appendix.  
 
VI. Results 
VI.I Racial Disparities After the Full Implementation of ACA  
Table 5 and Table 6 provide the black-white gap for all ten aggregate indices at various 
time points, relative to the black-white gap in the pre-period (2010 to 2012). The first column for 
each index provides the black-white gap without controls. The second column provides estimates 
after controlling for age, education, state-fixed effects, gender and marital status.  
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The black-white gap for the health insurance index is negative in the pre-period, 
suggesting that African-Americans are less likely than whites to have health insurance and more 
likely to have had any time without health insurance coverage in the past year. However, the 
black-white gap begins to decrease in 2013. The largest decrease occurs between 2013 and 2014, 
the year that Medicaid was expanded and the individual mandate was put in place. In fact, the 
black-white gap for the health insurance index is reduced by almost half in the post-period 
(2014-2016). With all controls, the black-white gap is only 11.8 percentage points in the pre-
period and decreases considerably between 2013 and 2014. The financial risk from healthcare 
costs index mirrors these results. African Americans are more likely than whites to have unpaid 
medical bills and to forgo medical care or prescription drugs because of cost in the pre-period. 
The gap begins to shrink in 2013, with the largest decline in the gap between 2013 and 2014. 
Like the health insurance index, adding controls decreases the magnitude of the black-white gap 
for the financial risk from healthcare costs index in the pre-period. The gap begins to fall in 2013 
and falls the most between 2013 and 2014. Given these findings, the black-white disparity in 
health insurance coverage and financial risk from healthcare costs decreases remarkably after the 
expansion of Medicaid.  
The black-white gap for the health screenings index and health immunizations index tell 
a rather different story. The positive black-white gap for health screenings in the pre-period 
suggests that African Americans are more likely than whites to have various health screenings. 
This gap decreases the most between 2013 and 2014 but increases considerably between 2014 
and 2015. There is an average decrease of almost four percentage points in the black-white gap 
for health screenings in the post-period. Adding controls slightly widens the gap in the pre-
period but otherwise, the pattern is largely the same. There is a negative black-white gap in the 
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pre-period for health immunizations, suggesting that blacks are less likely to have certain 
immunizations than whites. This gap begins to fall in 2013 and the decline continues till 2016. 
Adding controls decreases the black-white gap to only 2 percentage points in the pre-period. 
With controls, the gap falls considerably less than without controls and the decline in statistically 
insignificant. However, it is important to note here that the health immunization index is 
somewhat limited in the number and type of immunizations incorporated to create this index. 
The health immunization index only includes the HPV vaccination, flu shot immunization, and 
pneumonia shot immunization and does not include important immunizations for infants, such as 
Hepatitis B or the measles, mumps, and rubella vaccine.  
Despite ambiguous improvements in the black-white gap in health utilization and health 
screenings, general health seems to unambiguously improve for blacks (Table 6). From 2010 to 
2012, the black-white gap in general health was negative, suggesting that African-Americans, on 
average, self-reported poorer health than whites. However, this gap begins to decrease from 2013 
onward. On average, there is a 7 percentage point decline in the black-white gap for general 
health in the post-period. Adding controls, decreases the black-white gap from 17 percentage 
points to 5 percentage points in the pre-period. This gap shrinks considerably between 2013 and 
2014 and completely disappears by 2015. The black-white gap for the mental health index 
follows a similar pattern. Blacks are almost 7 percentage points more likely than whites to self-
report having poor mental health in the pre-period (2010-2012). The gap falls by more than 75% 
in 2013, a year before Medicaid is expanded. Given that the gap decreases considerably by 2013, 
a year before Medicaid was expanded, it is unclear whether this decline can be attributed to the 
expansion of Medicaid. The black-white continues to shrink until it completely disappears by 
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2016. With controls, the black-white gap is actually negative in the pre-period and the gap 
widens in the post-period.  
Although blacks see a larger improvement in self-reported general health relative to 
whites after the expansion of Medicaid, there are contradictory, and therefore somewhat 
inconclusive, improvements in the black-white gap for various physical health indices. Blacks 
were more likely than whites to have physical, emotional or mental limitations and need 
accommodations for physical health limitations from 2010-2012. This gap widens in 2013 and 
2014 and sees minimal decline in 2015 and 2016, though these estimates are only statistically 
significant in 2016. With controls, the black-white gap is only approximately 3 percentage 
points. The gap falls consistently beginning in 2013 and almost disappears in the post-period 
(2014-2016). However, it is important to note that the estimates are not statistically significant. 
In the pre-period, whites are more likely than blacks to have been told that they have cancer, 
with and without controls. This difference actually grows in the post-period (2014-2016), though 
the estimates are not statistically significant. This trend holds for controls. Blacks are more likely 
than whites to have respiratory diseases, such as COPD and asthma, in the pre-period. This gap 
actually widens from 2013 to 2015 and slightly shrinks in 2016. However, these changes in the 
black-white gap are not statistically significant. With controls, the black-white gap for 
respiratory diseases is 1.8 percentage points. All increases in this gap from 2013 onward are 
statistically insignificant. Blacks are more likely than whites to have symptoms of metabolic 
syndrome in the pre-period. The black-white gap begins to decrease beginning in 2013, but the 
decline is not statistically significant until 2016. Overall, the black-white gap decreases by 
almost two percentage points in the post-period (2014-2016). With controls, the trends for 
metabolic syndrome are largely the same. However, the estimates are statistically significant.   
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Table 7 and 8 provide the Hispanic-white gap for all ten aggregate indices at various time 
points, relative to the pre-period (2010-2012). In the pre-period, the Hispanic-white gap in the 
health insurance index is a staggering -52.5 percentage points. This gap widens slightly in 2013 
but declines the most between 2015 and 2016. However, the gap only falls by approximately 1.5 
percentage points in the post-period (2014-2016). With controls, the Hispanic-white gap is 40.5 
percentage points and actually widens slightly in the post-period but this is not statistically 
significant. The financial risk from healthcare costs index exhibits similar patterns. Hispanics are 
more likely than whites to forgo medical care or prescription drugs because of costs or have 
unpaid medical bills in the pre-period. The Hispanic-white decreases starting from 2013 but 
decreases the most between 2013 and 2014. With controls, the Hispanic-white gap in the 
financial strain from healthcare cost index is smaller in magnitude in the pre-period and the 
decline is slightly less. These findings suggest that the Hispanic-white gap in health insurance 
coverage and financial risk from healthcare costs also decreases after the expansion of Medicaid. 
Whites are more likely than Hispanics to have health screenings and health 
immunizations in the pre-period. From 2013 onward, there are considerable fluctuations in the 
Hispanic-white gap for the health screenings index. The gap declines in 2013, expands in 2014, 
and declines once again in 2015. These fluctuations are present even with controls for age, 
education, state, gender, and marital status. While the Hispanic-white gap shrinks consistently 
for the health immunizations index, the improvements are not statistically significant. Adding 
controls decreases the magnitude of the Hispanic-white gap in health immunizations in the pre-
period. With controls, the Hispanic-white gap for health immunizations actually quadruples in 
the post-period and the results are statistically significant.  
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Analysis of the physical health and mental health indices shows that Hispanics are less 
likely to self-report good health in the pre-period. The Hispanic-white gap in the general health 
index decreases starting 2013, but the decline is not statistically significant. Ultimately, there is a 
statistically insignificant 2.8 percentage point decline in the Hispanic-white gap in the general 
health index in the post-period. With controls for age, education, state, gender, and marital status, 
the Hispanic-white gap in the pre-period is 10 percentage points lower and the decline in the gap 
in the post-period is larger in magnitude and statistically significant. The mental health index 
suggests that Hispanics are more likely to report poorer mental health than whites in the pre-
period. This gap shrinks in the post-period, with the largest decline in 2013. Ultimately, the 
Hispanic-white gap becomes negative in the post-period (2014-2016), suggesting that Hispanics 
develop better mental health outcomes than whites during this time. With controls, the Hispanic-
white gap is actually negative in the pre-period. The gap widens from 2013 onward and more 
than doubles in the post-period. Therefore, these findings suggest that the Hispanic-white gap in 
general health and mental health improves significantly after Medicaid expansion in 2014.  
For the cancer index and respiratory disease index, the Hispanic-white gap is negative, 
suggesting that whites are more likely to indicate that they have been diagnosed with cancer or a 
respiratory disease. The gap widens for both indices from 2014 onward, although the estimates 
are not statistically significant. The gap in the cancer index and respiratory disease index 
broadens in the post-period by 0.6 and 2.1 percentage points, respectively. The trends are largely 
the same with controls. Contradictory to these findings, Hispanics are more likely than whites to 
have indicated having metabolic syndrome in the pre-period. The gap shrinks considerably in the 
post-period. However, the decline is only statistically significant in 2016. The Hispanic-white 
gap for the metabolic syndrome index almost completely disappears in the post-period (2014-
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2016). With controls, the Hispanic-white gap for the metabolic syndrome index increases to 
approximately 3 percentage points. The gap completely disappears and becomes negative by 
2013.  
Ultimately the ACA has significantly reduced racial disparities in health insurance 
coverage and the financial risk from healthcare costs. While this has led to an improvement in 
self-reported health and mental health status for African Americans and Hispanics, it has not 
clearly contributed to improvements in health utilization or physical health outcomes. A 
comparison of the black-white and Hispanic-white gap demonstrates that the Hispanic-white gap 
is considerably larger than the black-white gap in the pre-period across most indices and 
experiences a smaller decline after the full implementation of the ACA.  
Although these results are promising, there are several limitations worth considering. 
First, this study is exploring the effect of Medicaid expansion on racial and ethnic disparities in 
health only two years after Medicaid was expanded and all provisions of the ACA were 
implemented. Given this short time span, it is not surprising that the disparities in health 
insurance and financial risk from healthcare costs decreased considerably, but findings for 
physical health outcomes were more ambiguous. The primary intention of expanding Medicaid 
was to increase access to health insurance for low-income individuals and families. It would take 
years for health insurance coverage to improve physical health.  
Additionally, given that racial minorities have been, on average, less likely than whites to 
have health insurance, African Americans and Hispanics might be less likely to have access to 
healthcare, and are therefore, less likely to be diagnosed with various physical health conditions. 
Because the Affordable Care Act has increased access to health insurance for African Americans 
and Hispanics more than for whites, African Americans and Hispanics are now perhaps more 
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likely to be diagnosed with physical health conditions. Therefore, changes to the physical health 
indices may be a result of not only potential improvements in physical health but also increased 
diagnosis of physical health conditions, making the physical health indices somewhat difficult to 
interpret.  
Finally, the format of the questions asked through the BRFSS creates some ambiguity 
when analyzing improvements in physical health conditions. Many of the physical health 
variables are stocks, not flows. This is because BRFSS asks interview questions in the following 
format: “Have you ever been told that you have [some physical health condition]?” This question 
provides no scope for understanding how long ago the patient was diagnosed with the physical 
health condition, how the condition has progressed, and whether the patient was treated for the 
condition. For example, imagine two different types of patients: Patient Type A and Patient Type 
B. Patient Type A is diagnosed with high blood cholesterol but does not have health insurance 
and is never treated. On the other hand, Patient Type B is also diagnosed with high blood 
cholesterol but receives medication to control the condition as well as advice about maintaining a 
healthy diet and exercise routine. Given the medication and support from the physician, Patient 
Type B is able to reduce his/her high blood cholesterol to a clinically healthy level. However, 
both patients would answer “yes” to the following question asked in the BRFSS: “Have you ever 
been told that you have high blood cholesterol?” This presents a problem because despite 
answering the question the same way, Patient A and Patient B have had very different 
experiences with the healthcare system and managing their high blood cholesterol. It is possible 
that white patients are more likely to have an experience like Patient Type B and African 
Americans, Hispanics, and other minorities are more likely to have an experience like Patient 
Type A. However, the BRFSS question format fails to parse these potential differences. 
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VI.II Heterogeneous Effects by State Choice to Expand Medicaid  
 Despite the importance of the estimates provided in Table 5, 6, 7 and 8, they do not 
explore racial disparities amongst the populations that were most affected by the expansion of 
Medicaid. Thus, I employ specification (2) to explore heterogeneous effects of state choice to 
expand Medicaid on the black-white and Hispanic-white gap before and after the expansion of 
Medicaid in 2014. Table 9 and Table 10 provide the black-white gap at various time periods 
relative to 2010-2012, by state decision to expand Medicaid. Across most indices, blacks fare far 
worse than whites in the pre-period in non-expansion states than in expansion states. This may be 
because on average, states that chose to expand Medicaid had more liberal social policies even 
before the implementation of the ACA. However, Table 9 and 10 also reveal that across most 
indices, the black-white gap decreases more in magnitude in states that did not expand Medicaid 
than in states that chose to expand. This can be explained by the fact that other provisions of the 
ACA, apart from Medicaid Expansion, affected all states in the United States, such as the young 
adult provision (allows individuals between the age of 18 to 26 to be covered by their patient’s 
health insurance), subsidies for health insurance purchased in state and federal marketplace 
exchanges, and the individual mandate.  
 This pattern in the black-white gap also holds for the Hispanic-white gap. Table 11 and 
Table 12 show that Hispanics are more likely to have worse outcomes than whites across almost 
all indices in states that did not expand Medicaid than in states that chose to expand Medicaid. 
Similarly, the Hispanic-white gap falls more in the post-period in non-expansions states than in 
expansion states.  
 32 
 To further parse these findings, I explore the differential impact of state choice to expand 
Medicaid on the black-white and Hispanic-white gap before and after the expansion of Medicaid 
for three indices and their components: the health insurance index, the financial risk from 
healthcare costs index and the general health index. These three indices were specifically chosen 
because the black-white and Hispanic-white gap decreased for these three indices across all 
states (Table 5, 6, 7 and 8).  
Table 13 presents the black-white gap for the health insurance index and its components 
at various time points, relative to the pre-period. Although blacks have a lower health insurance 
rate than whites in both expansion and non-expansion states, the black-white gap was larger in 
states that did not expand Medicaid (-4.4 percentage points) than in states that did (-3.2 
percentage points). Despite this fact, both states saw a significant decline in the black-white gap 
in health insurance coverage. The black-white gap decreased by approximately 60% in 
expansion states between 2013 and 2014, the year that Medicaid was expanded. The black-white 
gap also decreased by almost 80 percent between 2013 and 2014 in non-expansion states.  
In Table 16, the Hispanic-white gap in the health insurance index experiences a similar 
pattern. Hispanics have a lower health insurance rate than whites in both expansion and non-
expansion states; however, the Hispanic-white gap in health insurance coverage is larger in states 
that did not expand Medicaid. The Hispanic-white gap actually worsens in 2013 and 2014 for 
states that chose to expand Medicaid but improves beginning in 2015. The gap also widens in 
2013 for non-expansion states but begins to shrink thereafter. In the post-period, the overall drop 
in the Hispanic-white gap in health insurance coverage is larger in non-expansion states than 
expansion states. However, it is important to note that improvements in the Hispanic-white gap 
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are far smaller in magnitude than improvements in the black-white gap and not statistically 
significant.  
 Analysis of the variable that indicates any time without health insurance in the past year 
reveal similar findings. Blacks were more likely than whites to have not had health insurance at 
some point in the past year at similar levels in both expansion and non-expansion states. 
However, there was a very minimal decline in the black-white gap in the post-period: a 0.3 
percentage point decline in states that expanded Medicaid and a 0.9 percentage point decline in 
states that did not expand Medicaid. Hispanics are more likely than whites to have experienced 
some time without health insurance in the past year in both expansion (4.1 percentage points) 
and non-expansion states (4.8 percentage points). However, expansion states see a larger decline 
in this gap than non-expansion states in the post-period. 
The financial risk from healthcare costs index and its components exhibit similar patterns 
to those of the health insurance index. In the pre-period (2010-2012), blacks were more likely 
than whites to forgo medical care because of costs in non-expansion states than expansion states. 
In expansion states, the gap began decreasing in 2013 and disappears by 2016. However, the gap 
actually widens slightly in non-expansion states in the post-period, though the estimates are not 
statistically significant. The forgoing prescription drugs because of costs variable experiences a 
similar trajectory, though the results are less statistically significant. Blacks are more likely than 
whites to forgo prescription drugs because of costs in non-expansion states than in expansion 
states. Unlike the previous variable, however, non-expansion states saw a larger decline in the 
black-white gap than expansion states, though the estimates are not statistically significant at the 
5 percent level. The unpaid medical bills variable seems to follow a similar progression, though 
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this variable is difficult to interpret given that this question was not asked in the survey in 2013 
or 2014. 
Similarly, Hispanics are more likely than whites to forgo medical care because of costs in 
non-expansion states than expansion states. The Hispanic-white gap in this variable decreases in 
the post-period (2014-2016), with larger decreases in states that did not expand than in states that 
did. Unlike the forgoing medical care because of costs variable, there is a larger Hispanic-white 
gap in the forgoing prescription drugs because of costs variable in expansion states than in non-
expansion states in the pre-period. The decline is also larger in non-expansion states than in 
expansion states, though the estimates are not statistically significant. Surprisingly, expansion 
states also have a larger Hispanic-white gap for unpaid medical bills than non-expansion states. 
However, like concerns brought up with this variable previously, it is difficult to draw 
conclusions given the missing data in 2013 and 2014.  
Patterns for the general health index and its components are very similar to the patterns of 
the health insurance index and financial strain index. Blacks are almost 20 percentage points less 
likely than whites to report that their health is “excellent” or “very good,” in states that did 
expand Medicaid. This gap is slightly larger (21.5 percentage points) in non-expansion states. 
This gap declines in both expansion and non-expansion states, though the largest decline for both 
groups is between 2012 and 2013. Expansion states experience a slightly larger decline in the 
black-white gap than non-expansion states. Surprisingly, the days of poor health variable and the 
days of poor physical health have larger black-white gaps in the pre-period for expansion states 
than non-expansion states. There is a larger decline in the black-white gap for expansion states 
than non-expansion states in the post-period for both variables. The health days variable is 
somewhat different, given that the black-white gap is positive for both groups in the pre-period 
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(though the gap is wider in non-expansion states). However, it is important to note that the 
variable is difficult to interpret given that the question was not asked in the survey between 2013 
and 2015.  
Analysis of the Hispanic-white gap for the components of the general health index 
provide very similar findings to the black-white gap for the general health index. The Hispanic-
white gap in the pre-period for general health is larger in states that did expand Medicaid than in 
states that did not expand Medicaid. However, there was a larger decrease in this gap in non-
expansion states than in expansion states. The Hispanic-white gap is negative for the days of 
poor health variable in the pre-period. However, the gap is an order of magnitude larger in non-
expansion states than expansion states. This gap increases in the post-period for both expansion 
and non-expansion states. While the Hispanic-white gap is positive in expansion states for days 
of poor physical health, it becomes negative in 2013 and continues to be negative in the post-
period. In expansion states, the Hispanic-white gap for this variable is negative and widens from 
2013 onward. Surprisingly, Hispanics are more likely than whites to report having health days in 
non-expansion states. However, the results are difficult to interpret given the fact that this 
question was not asked in the BRFSS survey from 2013 to 2015.  
Ultimately, states that did not expand Medicaid had wider disparities in health insurance, 
utilization, and outcomes in the pre-period than states that did expand Medicaid. However, 
across most indices, non-expansion had a larger decrease in the black-white or Hispanic-white 
gap than expansion states. One potential explanation for this is that all other provisions of the 
ACA, besides Medicaid expansion, were implemented on a national level in 2014. It is possible 
that these other provisions are contributing to the decline in the black-white and Hispanic-white 
gap in non-expansion states.  
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V.III Heterogeneous Effects by Income  
Because Medicaid expansion was intended to increase health insurance coverage for low-
income Americans, I employ specification (3) to explore heterogeneous effects by income. 
Figure 7 plots the health insurance rate by race for individuals living above 138% of the federal 
poverty line (FPL). Figure 8 presents the health insurance rate for individuals living below 138% 
FPL. As expected, the health insurance rate across all races is higher for individuals that live 
above 138% FPL than for individuals that live below this line. Interestingly, there are more racial 
and ethnic disparities amongst individuals that live above 138% FPL than amongst those that live 
below. For example, the black-white gap is far greater for individuals living above 138% FPL 
than for those living below 138% FPL. Despite this fact, the largest improvement in the health 
insurance rate from 2010 to 2016 is amongst individuals that live below 138% FPL than those 
that live above 138% FPL.  
Figure 9 presents the black-white gap for individuals living above and below 138% FPL. 
Interestingly, individuals living above 138% FPL saw a greater improvement in the black-white 
gap than individuals living below 138% FPL. In fact, there does not seem to be a significant 
decrease in the black-white gap for those living below 138% FPL. By 2014, the difference in the 
decrease in the black-white gap between individuals living above and below 138% FPL was 
statistically significant. Figure 10 plots the Hispanic-white gap in health insurance for 
individuals living above and below 138% FPL. The Hispanic-white gap for individuals living 
above 138% FPL improved, though the improvements from year-to-year are not statistically 
significant. On the other hand, there are significant fluctuations in the Hispanic-white gap for 
individuals living below 138% FPL. However, it can be concluded more generally that while the 
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ACA markedly decreased the uninsured rate amongst individuals that are very low-income (live 
below 138% FPL), it did not reduce disparities in health insurance coverage for this group.   
Figure 11 and 12 plots the proportion of the population living above and below 138% 
FPL that self-reports their health as “excellent” or “very good” by race. As expected, general 
health was higher across all races for individuals living above 138% FPL than individuals living 
below 138% FPL. Despite increased access to health insurance, there do not seem to be obvious 
improvements in general health after the signing and implementation of the ACA. In fact, it 
appears that there has been a minimal decline in general health for all races across both groups. 
Figure 13 and 14 indicates that the black-white and Hispanic-white gap is larger amongst 
individuals living above 138% FPL than individuals living below 138% FPL.  
Figure 13 presents the black-white gap in general health amongst individuals living above 
and below 138% FPL. Both groups follow a similar trajectory, as the changes in the black-white 
gap from 2010 to 2016 are not statistically different across both groups. The black-white gap 
worsens at first and then begins to shrink slightly between 2013 and 2014, relative to 2010-2012 
levels. Figure 16 presents the Hispanic-white gap in general health for individuals living above 
and below 138% FPL. Whereas the Hispanic-white gap stagnates for individuals living above 
138% FPL, the gap shrinks for individuals living below 138% FPL. Although the decrease in the 
Hispanic-white gap for individuals living below 138% FPL is considerable, it is not statistically 
different from improvements for individuals living above 138% FPL.  
Figure 15 plots the standardized z-score of the variable that indicates the number of days 
in the past month in which the individual self-reports poor health for individuals living above 
138% FPL by race. Not surprisingly, whites report fewer number of poor health days, than 
Hispanics and blacks. Figure 14 displays this variable by race for individuals living below 138% 
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FPL. Like previous trends seen in health insurance rate and general health, individuals living 
below 138% FPL report poorer health than individuals living above. However, unlike previous 
trends, there are fewer disparities across race and ethnicity amongst individuals living above 
138% FPL than amongst individuals living below 138% FPL. Additionally, poor whites are more 
likely than poor blacks or Hispanics to report more days of poor health in the past month.  
Figure 17 presents the black-white gap in poor health amongst individuals living above 
and below 138% FPL. There are larger decreases in the black-white gap amongst individuals 
living below 138% FPL group than above 138% FPL. However, the difference is not statistically 
significant. Figure 18 presents the Hispanic-white gap in poor health amongst individuals living 
above and below 138% FPL. Unlike the black-white trend across time, the Hispanic-white gap 
actually worsens from 2010-2016 across both groups, which suggests that Hispanic are less 
likely to report poor health across time, relative to whites. However, the gap widens more 




The Patient Protection and Affordable Care Act was passed in 2010 to decrease the 
sizable uninsured population in the United States. Given that the uninsured population is largely 
low-income, the ACA sought to decrease the uninsured rate by expanding Medicaid to provide 
health insurance coverage to low-income families and provide subsidies to individuals and 
families purchasing health insurance on state marketplace exchanges.  
Another key characteristic of the uninsured population in the United States is that racial 
and ethnic minorities make up a majority of the uninsured population. This is one of the many 
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examples of the racial and ethnic inequities in health insurance, access, utilization, and outcomes 
that pervade the U.S. healthcare system. African Americans and Hispanics are less likely to have 
access to health insurance coverage, more likely to experience financial risk from catastrophic 
healthcare costs, less likely to utilize healthcare services, and more likely to have poor physical 
and mental health outcomes and higher mortality rates.  
Although the ACA is a race-neutral policy, it may have differential impacts on racial and 
ethnic minorities, given that the primary objective of the ACA was to provide affordable health 
insurance to those that need it most. This paper sought to understand whether the ACA, and 
particularly Medicaid expansion, reduced racial and ethnic disparities in health insurance, access, 
utilization, and outcomes. Employing a difference-in-difference and triple difference-in-
difference strategy, we find that the black-white gap and Hispanic-white gap in health insurance, 
financial risk, self-reported health and mental health falls considerably after 2014. While 
disparities in metabolic syndrome decrease slightly, there are ambiguous effects of the ACA on 
physical health outcomes. Given that this study is only done two years after the expansion of 
Medicaid, differences in physical health outcomes may not have had time to materialize. Another 
limitation of this study is that physical health variables in the BRFSS are stocks rather than 
flows. 
Given that several states did not opt to expand Medicaid in 2014, we next explore racial 
disparities in health after 2014 with respect to state choice to expand Medicaid. Although, non-
expansion states have larger racial disparities in health than expansion states in the pre-period, 
non-expansion states also experience larger declines in the black-white and Hispanic-white gap 
across almost all outcomes. One possible explanation for this finding is that there were many 
other provisions of the ACA, besides Medicaid expansion, that sought to provide affordable 
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health insurance to uninsured Americans. These other provisions were implemented nationally, 
independent of state choice to expand Medicaid.  
Because Medicaid was expanded to provide health insurance particularly to low-income 
Americans, we also explore heterogeneous effects with respect to income on racial disparities on 
health insurance coverage and self-reported health. Although health insurance coverage 
increased more for individuals living below 138% FPL than for individuals living above 138% 
FPL, Medicaid expansion did not reduce racial disparities in health insurance coverage for low-
income Americans. However, racial disparities in self-reported health decrease more for 
individuals living below 138% FPL than for individuals living above 138% FPL.   
These findings have important implications for future research and health policy. Further 
research exploring the long-term effects of the ACA on health outcomes and mortality need to be 
done to determine whether increasing access to health insurance can reduce racial and ethnic 
disparities in health and potentially improve health outcomes more widely. Findings that health 
insurance coverage improves health outcomes may prove favorable for advocates of a universal 
healthcare system. Yet, we have a long way to go before we can conclude with conviction that 
increasing access to health insurance coverage improves health outcomes.  
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VIII. Tables and Figures 
Table 1. Status of State Action on Medicaid Expansion as of April 2018 
 
Have Not Expanded 
Medicaid 
Expanded Medicaid by 
January 2014 
Expanded Medicaid 
After January 2014 
Alabama Arizona Michigan 
Florida Arkansas New Hampshire 
Georgia California Pennsylvania 
Idaho Colorado Indiana 
Kansas Connecticut Alaska 
Maine Delaware Montana 
Mississippi District of Columbia Louisiana 
Missouri Hawaii  
Nebraska Illinois   
North Carolina Iowa  
Oklahoma Kentucky  
South Carolina Maine  
South Dakota Maryland  
Tennessee Massachusetts  
Texas Nevada  
Utah New Jersey  
Virginia New Mexico  
Wisconsin New York  
Wyoming North Dakota  
 Ohio  
 Oregon  
 Rhode Island  
 Vermont   
 Washington  




Table 2.  Top 10 Leading Underlying Causes of Mortality in the United States by Race (1986-
2009) 




White Gap  
Heart Disease 0.222 0.215 0.213 -0.00681*** -0.00840** 
 (0.0009) (0.0024) (0.0040) (0.0026) (0.0041) 
Cancer  0.248 0.246 0.235 -0.00211 -0.0135*** 
 (0.0009) (0.0025) (0.0041) (0.0027) (0.0042) 
Respiratory Disease 0.0609 0.0288 0.0309 -0.0321*** -0.0300*** 
 (0.0005) (0.0014) (0.0022) (0.0014) (0.0023) 
Accidents 0.0335 0.0310 0.0505 -0.00247** 0.0170*** 
 (0.0004) (0.0010) (0.0017) (0.0011) (0.0018) 
Cerebrovascular 
Disease 0.0617 0.0612 0.0573 -0.000488 -0.00431* 
 (0.0005) (0.0014) (0.0023) (0.0015) (0.0024) 
Alzheimer’s Disease  0.0244 0.0137 0.0187 -0.0107*** -0.00568*** 
 (0.0003) (0.0009) (0.0014) (0.0009) (0.0015) 
Diabetes 0.0259 0.0461 0.0562 0.0202*** 0.0303*** 
 (0.0004) (0.0010) (0.0016) (0.0011) (0.0017) 
Influenza 0.0260 0.0216 0.0241 -0.00442*** -0.00192 
 (0.0003) (0.0009) (0.0015) (0.0010) (0.0016) 
Nephritis 0.0157 0.0268 0.0191 0.0112*** 0.00347*** 
 (0.0003) (0.0008) (0.0012) (0.0008) (0.0013) 
Other Diseases 0.282 0.310 0.295 0.0278*** 0.0130*** 
  (0.0010) (0.0027) (0.0043) (0.0028) (0.0044) 
 
Note: Data was taken from the National Health Interview Survey from 1986 to 2004 for the 10 leading 
underlying causes of mortality by race according to the Centers for Disease Control and Prevention. This 
data set includes persons age 18+ who provided sufficient data for linking and whose final vital status was 
judged as deceased by December 2006. Data was weighted to account for the fact that adult survey 
participants who provided insufficient data for linking may differ from those who provided enough data 
for linking, leading to biased mortality analysis. Mortality status was determined by matching a survey 
participants’ NHIS record to the National Death Index (NDI) records. Standard errors are in parentheses. 
*** p<0.01, ** p<0.05, * p<0.1.  
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Table 3. Top 10 Chronic Diseases in the United States by Race (1988 – 2009)  




White Gap  
Arthritis  0.108 0.0722 0.0328 -0.0358*** -0.0752*** 
 (0.0008) (0.0015) (0.0014) (0.0017) (0.0016) 
Asthma 0.107 0.131 0.0902 0.0244*** -0.0170*** 
 (0.0005) (0.0010) (0.0010) (0.0012) (0.0011) 
Cancer 0.0868 0.0366 0.0261 -0.0503*** -0.0607*** 
 (0.0005) (0.0010) (0.0010) (0.0011) (0.0011) 
Heart Disease 0.0485 0.0351 0.0245 -0.0134*** -0.0240*** 
 (0.0004) (0.0009) (0.0009) (0.0009) (0.0009) 
COPD 0.0679 0.0535 0.0316 -0.0144*** -0.0363*** 
 (0.0005) (0.0010) (0.0010) (0.0011) (0.0011) 
Diabetes 0.0456 0.0704 0.0462 0.0248*** 0.000535 
 (0.0003) (0.0007) (0.0007) (0.0007) (0.0007) 
Hepatitis 0.0320 0.0237 0.0344 -0.00838*** 0.00232** 
 (0.0004) (0.0008) (0.0008) (0.0009) (0.0009) 
Hypertension  0.265 0.346 0.188 0.0807*** -0.0776*** 
 (0.0007) (0.0016) (0.0017) (0.0017) (0.0019) 
Kidney Disease 0.0162 0.0227 0.0205 0.00650*** 0.00432*** 
 (0.0003) (0.000649) (0.0006) (0.0006) (0.0006) 
Stroke 0.0280 0.0339 0.0166 0.00590*** -0.0114*** 
  (0.0003) (0.0006) (0.0007) (0.0007) (0.0007) 
 
Note: Data was taken from the National Health Interview Survey from 1986 to 2004 for the 10 most 
common chronic health conditions by race according to the Centers for Disease Control and Prevention. 




Table 4. Racial Disparities in Health Insurance, Access, Utilization, and Outcomes (2010-2012) 





Health Insurance Coverage  0.912 0.820 0.736 -0.0911*** -0.175*** 
 (0.0003) (0.0009) (0.0010) (0.0010) (0.0010) 
Forgo Medical Care Because of Costs 0.102 0.200 0.232 0.0981*** 0.130*** 
 (0.0003) (0.0010) (0.0010) (0.0010) (0.0011) 
Ever Had Mammogram 0.826 0.789 0.671 -0.0373*** -0.155*** 
 (0.0006) (0.0018) (0.0020) (0.0019) (0.0021) 
Ever Had a PSA Test 0.697 0.686 0.563 -0.0109*** -0.134*** 
 (0.0010) (0.0036) (0.0039) (0.0037) (0.0040) 
Ever Had a Colonoscopy 0.701 0.655 0.549 -0.0459*** -0.152*** 
 (0.0007) (0.0022) (0.0027) (0.0023) (0.0028) 
Ever Been Screened for HIV 0.271 0.541 0.410 0.270*** 0.139*** 
 (0.0005) (0.0015) (0.0015) (0.0015) (0.0016) 
Ever Been Screened for Diabetes 0.616 0.655 0.616 0.0387*** 0.000365 
 (0.0008) (0.0023) (0.0027) (0.0025) (0.0027) 
Ever Had a Flu Shot 0.485 0.366 0.333 -0.119*** -0.152*** 
 (0.0005) (0.0015) (0.0016) (0.0016) (0.0016) 
Ever Had a Pneumonia Shot 0.401 0.325 0.244 -0.0760*** -0.157*** 
 (0.0005) (0.0015) (0.0016) (0.0016) (0.0017) 
Health is "Very Good" or "Excellent" 0.528 0.362 0.347 -0.167*** -0.182*** 
 (0.0005) (0.0015) (0.0015) (0.0015) (0.0016) 
Skin Cancer 0.106 0.00527 0.0176 -0.101*** -0.0885*** 
 (0.0003) (0.0010 (0.0010) (0.0010) (0.0011) 
Other Cancer 0.102 0.0694 0.0488 -0.0323*** -0.0529*** 
 (0.0003) (0.0010) (0.0011) (0.0011) (0.0011) 
Asthma 0.126 0.151 0.133 0.0245*** 0.00669*** 
 (0.0003) (0.0010) (0.0010) (0.0010) (0.0011) 
COPD 0.0824 0.0761 0.0464 -0.00630*** -0.0360*** 
 (0.0003) (0.0010) (0.0010) (0.0010) (0.0010) 
Heart Attack 0.0632 0.0572 0.0459 -0.00603*** -0.0174*** 
 (0.0002) (0.0007) (0.0007) (0.0007) (0.0008) 
Heart Disease 0.0658 0.0537 0.0478 -0.0120*** -0.0180*** 
 (0.0002) (0.0007) (0.0007) (0.0008) (0.0008) 
High Blood Cholesterol 0.443 0.417 0.395 -0.0257*** -0.0479*** 
 (0.0008) (0.0027) (0.0030) (0.0028) (0.0031) 
Taking Insulin for Diabetes 0.284 0.349 0.303 0.0655*** 0.0192*** 
 (0.0019) (0.0042) (0.0056) (0.0046) (0.0059) 
 
Note: Data was taken from the Behavioral Risk Factor Surveillance System from 2010 to 2012 for health 
insurance, financial risk from healthcare costs, utilization, and physical health outcome variables. *** 
p<0.01, ** p<0.05, * p<0.1. 
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Figure 1. Health Insurance Rate by Race (2010-2016) 
 
Note: The figure shows the proportion of the population that has health insurance by race. The sample 
includes individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System 
from 2010 to 2016. 
 
Figure 2. Black-White and Hispanic-White Gap in Health Insurance Rates (2010-2016)  
 
Note: The figure shows the black-white and Hispanic-white gap in health insurance coverage, relative to 
2010. The sample includes individuals between the age of 19 and 64 in the Behavioral Risk Factor 
Surveillance System from 2010 to 2016.  
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Figure 3. General Health by Race (2010-2016) 
 
Note: The figure shows the proportion of the population that self-reports their health status as “excellent” 
or “very good” by race. The sample includes all individuals between the age of 19 and 64 in the 
Behavioral Risk Factor Surveillance System from 2010 to 2016. 
 
Figure 4. Black-White and Hispanic-White Gap in General Health (2010-2016) 
 
Note: The figure shows the black-white and Hispanic-white gap in the proportion of the population that 
self-reports their health status as “excellent” or “very good,” relative to 2010. The sample includes all 
individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 
2016. 
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Figure 5. Poor Health by Race (2010-2016)  
 
Note: The figure shows the standardized z-score of the variable that indicates the number of days in the 
past 30 days in which the individual self-reports poor health by race. The sample includes all individuals 
between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. 
 
Figure 6. Black-White and Hispanic-White Gap in Poor Health (2010-2016) 
 
Note: The figure shows the black-white and Hispanic-white gap in the standardized z-score of the 
variable that indicates the number of days in the past 30 days in which the individual self-reports poor 
health, relative to 2010. The sample includes all individuals between the age of 19 and 64 in the 
Behavioral Risk Factor Surveillance System from 2010 to 2016.  
Table 5. Black-White Gap in Health Access and Utilization Indices (2010-2016)  
Black-White Gap  Health Insurance (Index) 
Financial Risk from 
Healthcare Costs (Index) Health Screening (Index) Health Immunization (Index) 
Pre-Period: 
Without 
Controls With Controls 
Without 
Controls With Controls 
Without 
Controls With Controls 
Without 
Controls With Controls 
2010-2012 -0.275*** -0.118*** 0.278*** 0.127*** 0.258*** 0.266*** -0.0558*** -0.0183* 
 (0.0312) (0.0142) (0.0264) (0.0117) (0.0205) (0.0105) (0.0108) (0.00948) 
Relative to Pre-Period:         
2013 0.0380*** 0.00622 -0.0461*** -0.0231*** -0.00643 -0.0215 0.0263*** 0.00121 
 (0.0140) (0.0111) (0.0102) (0.00846) (0.0242) (0.0233) (0.00763) (0.00712) 
2014 0.0982*** 0.0694*** -0.0770*** -0.0563*** -0.157*** -0.179*** 0.0213** -0.00327 
 (0.0113) (0.00910) (0.0136) (0.00976) (0.0123) (0.0115) (0.00834) (0.00765) 
2015 0.123*** 0.0934*** -0.0942*** -0.0701*** 0.181*** 0.166*** 0.0378*** 0.0156* 
 (0.0177) (0.0156) (0.0135) (0.0116) (0.0307) (0.0295) (0.00849) (0.00875) 
2016 0.115*** 0.0826*** -0.130*** -0.0950*** -0.102*** -0.108*** 0.0133 -0.00375 
 (0.0210) (0.0178) (0.0131) (0.0125) (0.0168) (0.0159) (0.00986) (0.00860) 
2014-2016 0.113*** 0.0825*** -0.102*** -0.0750*** -0.0378*** -0.0519*** 0.0228*** 0.00191 
 (0.0149) (0.0129) (0.0114) (0.00918) (0.0131) (0.0125) (0.00593) (0.00594) 
Controls         
Age  X  X  X  X 
Education  X  X  X  X 
State  X  X  X  X 
Gender  X  X  X  X 
Married   X  X  X  X 
Observations 2,128,971 1,408,480 2,131,954 1,408,745 2,050,413 1,362,694 2,018,184 1,346,391 
R-squared 0.033 0.208 0.014 0.130 0.012 0.050 0.004 0.032 
Note: The above estimates indicate the black-white gap of an index at various time periods, relative to the pre-period (2010-2012). The estimates 
are from regressions of the index on indicators for year, whether the individual identifies as black, as well as controls for age, education, state, 
gender, and marital status. The index was constructed by calculating the mean of the standardized z-score of each component of the index. A 
higher value for the health insurance, health screening and health immunization indices indicates a better outcome whereas a higher value for the 
financial risk from healthcare costs index indicates a worse outcome. The sample includes all individuals between the age of 19 and 64 in the 
Behavioral Risk Factor Surveillance System from 2010 to 2016. Standard errors are clustered by state and included in parentheses. *** p<0.01, ** 
p<0.05, * p<0.1. 
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Table 6. Black-White Gap in Physical Health and Mental Health Indices (2010-2016)  






























2010-2012 -0.171*** -0.0519*** 0.0661*** -0.0437*** 0.0992*** 0.0295*** -0.0640*** -0.0669*** 0.0671*** 0.0184** 0.0979*** 0.0771*** 
 (0.0180) (0.00864) (0.0107) (0.00897) (0.0141) (0.00917) (0.00563) (0.00523) (0.0128) (0.00902) (0.00845) (0.00542) 
Relative to Pre-
Period:             
2013 0.0217*** 0.0133** -0.0521*** -0.0449*** 0.0139 -0.00515 0.00565 -0.0110 0.00380 0.00685 -0.00242 -0.0187*** 
 (0.00748) (0.00642) (0.00585) (0.00597) (0.00960) (0.00990) (0.00656) (0.00726) (0.00797) (0.00775) (0.00642) (0.00607) 
2014 0.0536*** 0.0474*** -0.0523*** -0.0460*** 0.0191 -0.00190 -0.00163 -0.0173** 0.00725 0.0117 -0.0102 -0.0278*** 
 (0.00883) (0.00660) (0.00852) (0.00747) (0.0118) (0.0106) (0.00770) (0.00841) (0.00719) (0.00700) (0.00730) (0.00709) 
2015 0.0699*** 0.0610*** -0.0629*** -0.0543*** -0.00102 -0.0170 -0.00611 -0.0203*** 0.00569 0.0110 -0.00760 -0.0221*** 
 (0.00964) (0.00882) (0.00830) (0.00817) (0.0106) (0.0109) (0.00723) (0.00753) (0.0110) (0.00992) (0.00853) (0.00771) 
2016 0.0888*** 0.0701*** -0.0781*** -0.0577*** -0.0576** -0.0598*** -0.0235*** -0.0325*** -0.0128 0.000141 -0.0392*** -0.0467*** 
 (0.0106) (0.00837) (0.0104) (0.00925) (0.0219) (0.0193) (0.00876) (0.00818) (0.0127) (0.0113) (0.00765) (0.00749) 
2014-2016 0.0714*** 0.0601*** -0.0648*** -0.0527*** -0.00592 -0.0216** -0.0109* -0.0237*** -0.000331 0.00736 -0.0199*** -0.0330*** 
 (0.00832) (0.00668) (0.00790) (0.00712) (0.00919) (0.00957) (0.00552) (0.00588) (0.00770) (0.00705) (0.00559) (0.00550) 
Controls             
Age  X  X  X  X  X  X 
Education  X  X  X  X  X  X 
State  X  X  X  X  X  X 
Gender  X  X  X  X  X  X 
Married   X  X  X  X  X  X 
Observations 2,136,528 1,410,879 2,135,330 1,410,475 1,926,887 1,282,492 1,840,169 1,212,821 2,131,245 1,408,300 2,136,518 1,410,852 
R-squared 0.017 0.205 0.001 0.077 0.003 0.044 0.002 0.016 0.001 0.012 0.002 0.027 
 
Note: The above estimates indicate the black-white gap of an index at various time periods, relative to the pre-period (2010-2012). The estimates 
are from regressions of the index on indicators for year, whether the individual identifies as black, as well as controls for age, education, state, 
gender, and marital status. The index was constructed by calculating the mean of the standardized z-score of each component of the index. A 
higher value for the general health index indicates a better outcome whereas a higher value for the mental health, disability, cancer, respiratory 
disease, and metabolic syndrome indices indicates a worse outcome. The sample includes all individuals between the age of 19 and 64 in the 
Behavioral Risk Factor Surveillance System from 2010 to 2016. Standard errors are clustered by state and included in parentheses. *** p<0.01, ** 
p<0.05, * p<0.1.  
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Table 7. Hispanic-White Gap in Health Access and Utilization Indices (2010-2016)  
Hispanic-White Gap  Health Insurance (Index) 
Financial Risk from 













Controls With Controls 
2010-2012 -0.525*** -0.405*** 0.350*** 0.223*** -0.0142 0.00254 -0.148*** -0.0118 
 (0.106) (0.0421) (0.0389) (0.0167) (0.0260) (0.0218) (0.0324) (0.0138) 
Relative to Pre-Period:         
2013 -0.00229 -0.0410** -0.0232 0.00113 0.102*** 0.0874*** 0.0289*** -0.0268*** 
 (0.0270) (0.0198) (0.0141) (0.0119) (0.0323) (0.0323) (0.0105) (0.00802) 
2014 0.00706 -0.0153 -0.0518*** -0.0411*** -0.117*** -0.129*** 0.00468 -0.0470*** 
 (0.0237) (0.0243) (0.0145) (0.0147) (0.0145) (0.0137) (0.00826) (0.00875) 
2015 0.00961 -0.00665 -0.0578*** -0.0457*** 0.211*** 0.196*** 0.00167 -0.0485*** 
 (0.0344) (0.0318) (0.0147) (0.0144) (0.0265) (0.0265) (0.0139) (0.0105) 
2016 0.0250 0.00973 -0.0993*** -0.0844*** -0.0409* -0.0519** 0.00635 -0.0462*** 
 (0.0545) (0.0396) (0.0243) (0.0195) (0.0216) (0.0212) (0.0161) (0.0154) 
2014-2016 0.0153 -0.00240 -0.0713*** -0.0588*** 0.00851 -0.00396 0.00445 -0.0468*** 
 (0.0337) (0.0295) (0.0155) (0.0141) (0.0150) (0.0147) (0.0117) (0.0105) 
Controls         
Age  X  X  X  X 
Education  X  X  X  X 
State  X  X  X  X 
Gender  X  X  X  X 
Married   X  X  X  X 
Observations 2,128,971 2,114,928 2,131,954 2,117,736 2,050,413 2,038,674 2,018,184 2,008,740 
R-squared 0.033 0.104 0.014 0.060 0.012 0.052 0.004 0.032 
Note: The above estimates indicate the Hispanic-white gap of an index at various time periods, relative to the pre-period (2010-2012). The 
estimates are from regressions of the index on indicators for year, whether the individual identifies as Hispanic, as well as controls for age, 
education, state, gender, and marital status. The index was constructed by calculating the mean of the standardized z-score of each component of 
the index. A higher value for the health insurance, health screening and health immunization indices indicates a better outcome whereas a higher 
value for the financial risk from healthcare costs index indicates a worse outcome. The sample includes all individuals between the age of 19 and 
64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. Standard errors are clustered by state and included in parentheses. *** 
p<0.01, ** p<0.05, * p<0.1.  
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Table 8. Hispanic-White Gap in Physical Health and Mental Health Indices (2010-2016) 
Hispanic-White 






























2010-2012 -0.251*** -0.158*** 0.0350*** -0.0504*** -0.0893*** -0.109*** -0.113*** -0.0706*** -0.00259 -0.0856*** 0.0175 0.0296*** 
 (0.0449) (0.0165) (0.00989) (0.00945) (0.0176) (0.0153) (0.00650) (0.00699) (0.0265) (0.0225) (0.0149) (0.00703) 
Relative to Pre-
Period:             
2013 0.00692 0.0182** -0.0391*** -0.0430*** 0.00981 -0.0611*** -0.00819 -0.0587*** 0.0141 0.0226** -0.00268 -0.0590*** 
 (0.0111) (0.00867) (0.0114) (0.0117) (0.00959) (0.0118) (0.00592) (0.00790) (0.0108) (0.00980) (0.00673) (0.00784) 
2014 0.0163 0.0382** -0.0473*** -0.0563*** 0.00294 -0.0742*** -0.00543 -0.0586*** -0.0107 -0.00229 -0.0123 -0.0732*** 
 (0.0137) (0.0174) (0.0125) (0.0122) (0.0148) (0.0164) (0.00797) (0.00950) (0.0139) (0.0124) (0.00824) (0.00876) 
2015 0.0214 0.0458** -0.0519*** -0.0604*** -0.00268 -0.0777*** -0.00643 -0.0582*** -0.0252* -0.0190 -0.0102 -0.0689*** 
 (0.0187) (0.0186) (0.0137) (0.0126) (0.0148) (0.0164) (0.00766) (0.0100) (0.0143) (0.0138) (0.00808) (0.00981) 
2016 0.0446* 0.0649*** -0.0682*** -0.0709*** -0.0518* -0.122*** -0.00802 -0.0572*** -0.0262 -0.0117 -0.0240*** -0.0798*** 
 (0.0249) (0.0204) (0.0151) (0.0155) (0.0272) (0.0308) (0.00958) (0.0116) (0.0171) (0.0160) (0.00566) (0.00784) 
2014-2016 0.0282 0.0506*** -0.0561*** -0.0627*** -0.00976 -0.0844*** -0.00664 -0.0579*** -0.0207 -0.0109 -0.0160** -0.0745*** 
 (0.0180) (0.0181) (0.0130) (0.0126) (0.0137) (0.0167) (0.00730) (0.00965) (0.0135) (0.0127) (0.00604) (0.00786) 
Controls             
Age  X  X  X  X  X  X 
Education  X  X  X  X  X  X 
State  X  X  X  X  X  X 
Gender  X  X  X  X  X  X 
Married   X  X  X  X  X  X 
Observations 2,136,528 2,122,179 2,135,330 2,121,044 1,926,887 1,916,994 1,840,169 1,827,425 2,131,245 2,116,999 2,136,518 2,122,173 
R-squared 0.017 0.114 0.001 0.064 0.003 0.064 0.002 0.018 0.001 0.014 0.002 0.044 
 
Note: The above estimates indicate the Hispanic-white gap of an index at various time periods, relative to the pre-period (2010-2012). The 
estimates are from regressions of the index on indicators for year, whether the individual identifies as Hispanic, as well as controls for age, 
education, state, gender, and marital status. The index was constructed by calculating the mean of the standardized z-score of each component of 
the index. A higher value for the general health index indicates a better outcome whereas a higher value for the mental health, disability, cancer, 
respiratory disease, and metabolic syndrome indices indicates a worse outcome. The sample includes all individuals between the age of 19 and 64 
in the Behavioral Risk Factor Surveillance System from 2010 to 2016. Standard errors are clustered by state and included in parentheses. *** 
p<0.01, ** p<0.05, * p<0.1.  
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Table 9. Black-White Gap in Health Access and Utilization Indices by State Decision to Adopt Medicaid (2010-2016)  


















Pre-Period:         
2010-2012 -0.0895*** -0.121*** 0.105*** 0.140*** 0.277*** 0.255*** 0.00792 -0.0395*** 
 (0.0168) (0.0143) (0.0130) (0.0212) (0.0124) (0.0160) (0.0131) (0.0126) 
Relative to Pre-Period:         
2013 -0.0307** 0.0186** -0.0123 -0.0411*** -0.0420* -0.0127 -0.0159* 0.00898 
 (0.0116) (0.00775) (0.0135) (0.0101) (0.0211) (0.0439) (0.00812) (0.0116) 
2014 0.0546*** 0.0848*** -0.0484*** -0.0656*** -0.218*** -0.151*** -0.0189 0.0100 
 (0.0177) (0.0114) (0.0152) (0.0147) (0.0176) (0.0150) (0.0119) (0.0113) 
2015 0.0684** 0.103*** -0.0726*** -0.0679*** 0.208*** 0.130*** -0.00512 0.0363** 
 (0.0259) (0.0185) (0.0137) (0.0191) (0.0465) (0.0368) (0.0129) (0.0128) 
2016 0.0544** 0.103*** -0.0744*** -0.127*** -0.136*** -0.0791*** -0.0302*** 0.0186 
 (0.0260) (0.0170) (0.0167) (0.0175) (0.0218) (0.0246) (0.0107) (0.0131) 
2014-2016 0.0594** 0.0979*** -0.0660*** -0.0884*** -0.0628*** -0.0389* -0.0191** 0.0211** 
 (0.0215) (0.0139) (0.0117) (0.0149) (0.0193) (0.0202) (0.00755) (0.00893) 
Controls          
Age X X X X X X X X 
Education X X X X X X X X 
State X X X X X X X X 
Gender X X X X X X X X 
Married  X X X X X X X X 
Observations 1,047,794 777,518 1,049,084 778,543 1,003,806 751,058 988,501 741,719 
R-squared 0.092 0.123 0.052 0.071 0.051 0.053 0.028 0.033 
 
Note: The above estimates indicate the black-white gap of an index at various time periods, relative to the pre-period (2010-2012), by state choice 
to expand Medicaid. The estimates are from regressions of the index on indicators for year, whether the individual identifies as black, an indicator 
for whether the state opted to expand Medicaid, as well as controls for age, education, state, gender, and marital status. The index was constructed 
by calculating the mean of the standardized z-score of each component of the index. A higher value for the health insurance, health screening and 
health immunization indices indicates a better outcome whereas a higher value for the financial risk from healthcare costs index indicates a worse 
outcome. The sample includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. 
Standard errors are clustered by state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1.  
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Table 10. Black-White Gap in Physical and Mental Health Indices by State Decision to Adopt Medicaid (2010-2016)  


































Pre-Period:             
2010-2012 -0.0435*** -0.0471*** -0.0344*** -0.0535*** 0.0306** 0.0193 -0.0604*** -0.0731*** 0.0373*** 0.000486 0.0735*** 0.0780*** 
 (0.0113) (0.0137) (0.0118) (0.0148) (0.0135) (0.0128) (0.00643) (0.00829) (0.0114) (0.0130) (0.00727) (0.00883) 
Relative to Pre-Period:             
2013 0.00510 0.0155 -0.0518*** -0.0418*** -0.0127 -0.00108 -0.0210** -0.00713 -0.0105 0.0133 -0.0274*** -0.00971 
 (0.00794) (0.0105) (0.00803) (0.00997) (0.0141) (0.0156) (0.00968) (0.00642) (0.0128) (0.00910) (0.00963) (0.00815) 
2014 0.0421*** 0.0527*** -0.0424*** -0.0473*** -0.00286 0.0119 -0.0336*** -0.000460 0.0149 0.00574 -0.0370*** -0.00830 
 (0.0124) (0.00952) (0.0141) (0.00879) (0.0126) (0.0187) (0.0107) (0.0127) (0.0120) (0.0101) (0.0100) (0.00942) 
2015 0.0582*** 0.0601*** -0.0649*** -0.0512*** -0.0231 -0.00155 -0.0200 -0.0204* 0.00498 0.0129 -0.0241** -0.0161 
 (0.0179) (0.0103) (0.0121) (0.0123) (0.0220) (0.0113) (0.0119) (0.0105) (0.0114) (0.0174) (0.00941) (0.0140) 
2016 0.0570*** 0.0787*** -0.0535*** -0.0664*** -0.0561*** -0.0653* -0.0385*** -0.0277** -0.0116 0.00350 -0.0450*** -0.0481*** 
 (0.00976) (0.0130) (0.00933) (0.0146) (0.0128) (0.0358) (0.0120) (0.0129) (0.0119) (0.0151) (0.00869) (0.0125) 
2014-2016 0.0528*** 0.0646*** -0.0536*** -0.0551*** -0.0227* -0.0126 -0.0311*** -0.0166* 0.00220 0.00698 -0.0361*** -0.0249** 
 (0.0116) (0.00947) (0.0102) (0.0105) (0.0117) (0.0173) (0.00825) (0.00882) (0.00830) (0.0106) (0.00722) (0.00907) 
Controls              
Age X X X X X X X X X X X X 
Education X X X X X X X X X X X X 
State X X X X X X X X X X X X 
Gender X X X X X X X X X X X X 
Married  X X X X X X X X X X X X 
Observations 1,051,164 780,320 1,050,620 779,893 941,830 712,957 909,297 666,003 1,048,682 778,350 1,051,151 780,323 
R-squared 0.105 0.130 0.063 0.068 0.061 0.070 0.018 0.018 0.015 0.013 0.041 0.047 
 
Note: The above estimates indicate the black-white gap of an index at various time periods, relative to the pre-period (2010-2012), by state choice 
to expand Medicaid. The estimates are from regressions of the index on indicators for year, whether the individual identifies as black, an indicator 
for whether the state opted to expand Medicaid, as well as controls for age, education, state, gender, and marital status. The index was constructed 
by calculating the mean of the standardized z-score of each component of the index. A higher value for the general health index indicates a better 
outcome whereas a higher value for the mental health, disability, cancer, respiratory disease, and metabolic syndrome indices indicates a worse 
outcome. The sample includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. 
Standard errors are clustered by state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1.  
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Table 11. Hispanic-White Gap in Health Access and Utilization Indices by State Decision to Adopt Medicaid (2010-2016) 






















Pre-Period:         
2010-2012 -0.350*** -0.569*** 0.217*** 0.248*** 0.00858 -0.0187 -0.00196 -0.0368 
 (0.0391) (0.0495) (0.0188) (0.0266) (0.0263) (0.0449) (0.0138) (0.0275) 
Relative to Pre-Period:         
2013 -0.0403 -0.0315 0.00661 -0.0108 0.103** 0.0669 -0.0151 -0.0333* 
 (0.0292) (0.0307) (0.0169) (0.0189) (0.0422) (0.0750) (0.0114) (0.0176) 
2014 -0.00412 0.0224 -0.0234 -0.0719** -0.126*** -0.135*** -0.0446*** -0.0617** 
 (0.0268) (0.0474) (0.0144) (0.0323) (0.0209) (0.0267) (0.0112) (0.0225) 
2015 0.0129 0.0346 -0.0403* -0.0746*** 0.181*** 0.215*** -0.0421** -0.0455* 
 (0.0367) (0.0448) (0.0222) (0.0187) (0.0459) (0.0395) (0.0154) (0.0220) 
2016 0.0271 0.0770 -0.0941*** -0.110*** -0.0741*** -0.0614 -0.0437** -0.0504 
 (0.0395) (0.0472) (0.0232) (0.0257) (0.0179) (0.0415) (0.0194) (0.0321) 
2014-2016 0.0140 0.0464 -0.0558*** -0.0864*** -0.0141 -0.00551 -0.0432*** -0.0528** 
 (0.0323) (0.0428) (0.0194) (0.0222) (0.0168) (0.0370) (0.0140) (0.0249) 
Controls          
Age X X X X X X X X 
Education X X X X X X X X 
State X X X X X X X X 
Gender X X X X X X X X 
Married  X X X X X X X X 
Observations 1,047,794 777,518 1,049,084 778,543 1,003,806 751,058 988,501 741,719 
R-squared 0.092 0.123 0.052 0.071 0.051 0.053 0.028 0.033 
 
Note: The above estimates indicate the Hispanic-white gap of an index at various time periods, relative to the pre-period (2010-2012), by state 
choice to expand Medicaid. The estimates are from regressions of the index on indicators for year, whether the individual identifies as Hispanic, an 
indicator for whether the state opted to expand Medicaid, as well as controls for age, education, state, gender, and marital status. The index was 
constructed by calculating the mean of the standardized z-score of each component of the index. A higher value for the health insurance, health 
screening and health immunization indices indicates a better outcome whereas a higher value for the financial risk from healthcare costs index 
indicates a worse outcome. The sample includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System 
from 2010 to 2016. Standard errors are clustered by state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1.  
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Table 12. Hispanic-White Gap in Physical and Mental Health Indices by State Decision to Adopt Medicaid (2010-2016) 
































Pre-Period:             
2010-2012 -0.146*** -0.213*** -0.0372*** -0.0687*** -0.0882*** -0.148*** -0.0577*** -0.0829*** -0.0622** -0.137*** 0.0429*** 0.0114 
 (0.0152) (0.0200) (0.0113) (0.0135) (0.0207) (0.0115) (0.00583) (0.00815) (0.0295) (0.0296) (0.00782) (0.00735) 
Relative to Pre-Period:             
2013 0.0186 0.0353*** -0.0477*** -0.0655*** -0.0596*** -0.0842*** -0.0648*** -0.0618*** 0.0175 0.0303** -0.0548*** -0.0705*** 
 (0.0129) (0.0117) (0.00872) (0.0149) (0.00869) (0.0166) (0.00948) (0.00577) (0.0132) (0.0113) (0.00990) (0.00880) 
2014 0.0462*** 0.0767*** -0.0582*** -0.0770*** -0.0738*** -0.104*** -0.0680*** -0.0627*** -0.00503 -0.00798 -0.0741*** -0.0881*** 
 (0.0113) (0.0156) (0.0100) (0.0123) (0.0168) (0.0193) (0.00936) (0.0103) (0.0175) (0.0167) (0.00958) (0.0126) 
2015 0.0587*** 0.0783*** -0.0606*** -0.0816*** -0.0825*** -0.101*** -0.0702*** -0.0586*** -0.0231 -0.0213 -0.0669*** -0.0856*** 
 (0.0124) (0.0137) (0.0121) (0.0179) (0.0151) (0.0126) (0.00983) (0.00733) (0.0206) (0.0136) (0.0135) (0.0123) 
2016 0.0778*** 0.102*** -0.0698*** -0.104*** -0.105*** -0.125*** -0.0762*** -0.0489*** -0.0186 -0.00603 -0.0763*** -0.0964*** 
 (0.0158) (0.0156) (0.0130) (0.0157) (0.0312) (0.0368) (0.00772) (0.00691) (0.0204) (0.0235) (0.00727) (0.00811) 
2014-2016 0.0622*** 0.0865*** -0.0631*** -0.0878*** -0.0826*** -0.107*** -0.0718*** -0.0565*** -0.0157 -0.0117 -0.0731*** -0.0901*** 
 (0.0109) (0.0132) (0.0106) (0.0134) (0.0154) (0.0177) (0.00674) (0.00710) (0.0171) (0.0169) (0.00862) (0.00941) 
Controls              
Age X X X X X X X X X X X X 
Education X X X X X X X X X X X X 
State X X X X X X X X X X X X 
Gender X X X X X X X X X X X X 
Married  X X X X X X X X X X X X 
Observations 1,051,164 780,320 1,050,620 779,893 941,830 712,957 909,297 666,003 1,048,682 778,350 1,051,151 780,323 
R-squared 0.105 0.130 0.063 0.068 0.061 0.070 0.018 0.018 0.015 0.013 0.041 0.047 
 
Note: The above estimates indicate the Hispanic-white gap of an index at various time periods, relative to the pre-period (2010-2012), by state choice to 
expand Medicaid. The estimates are from regressions of the index on indicators for year, whether the individual identifies as Hispanic, an indicator for 
whether the state opted to expand Medicaid, as well as controls for age, education, state, gender, and marital status. The index was constructed by 
calculating the mean of the standardized z-score of each component of the index. A higher value for the general health index indicates a better outcome 
whereas a higher value for the mental health, disability, cancer, respiratory disease, and metabolic syndrome indices indicates a worse outcome. The 
sample includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. Standard errors are 
clustered by state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1.  
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Table 13. Black-White Gap in Health Insurance Index and Components by State Decision to Adopt Medicaid (2010-2016)  
      Components of Health Insurance Index  














Pre-Period:       
2010-2012 -0.0895*** -0.121*** -0.0322*** -0.0436*** 0.0208*** 0.0210*** 
 (0.0168) (0.0143) (0.00603) (0.00515) (0.00433) (0.00349) 
Relative to Pre-Period:       
2013 -0.0307** 0.0186** -0.0111** 0.00671**   
 (0.0116) (0.00775) (0.00416) (0.00279)   
2014 0.0546*** 0.0848*** 0.0196*** 0.0305*** 0.00233 0.00992 
 (0.0177) (0.0114) (0.00636) (0.00411) (0.00651) (0.00606) 
2015 0.0684** 0.103*** 0.0246** 0.0371*** -0.0851*** -0.0239 
 (0.0259) (0.0185) (0.00932) (0.00666) (0.0117) (0.0275) 
2016 0.0544** 0.103*** 0.0196** 0.0369*** 0.0143* 0.0178*** 
 (0.0260) (0.0170) (0.00935) (0.00612) (0.00821) (0.00338) 
2014-2016 0.0594** 0.0979*** 0.0214** 0.0352*** 0.00326 0.00956 
 (0.0215) (0.0139) (0.00772) (0.00500) (0.00707) (0.00557) 
Controls        
Age X X X X X X 
Education X X X X X X 
State X X X X X X 
Gender X X X X X X 
Married  X X X X X X 
Observations 710,294 509,868 1,047,794 777,518 229,003 114,358 
R-squared 0.174 0.259 0.092 0.123 0.029 0.024 
Note: The above estimates indicate the Black-white gap of the health insurance index and its components at various time periods, relative to the 
pre-period (2010-2012), by state choice to expand Medicaid. The estimates are from regressions of the index or its components on indicators for 
year, whether the individual identifies as Black, an indicator for whether the state opted to expand Medicaid, as well as controls for age, education, 
state, gender, and marital status. The index was constructed by calculating the mean of the standardized z-score of each component of the index. A 
higher value for the health insurance index and the health insurance variable indicates a better outcome whereas higher value for the any time with 
no health insurance coverage variable indicate a worse outcome. The sample includes all individuals between the age of 19 and 64 in the 
Behavioral Risk Factor Surveillance System from 2010 to 2016. Standard errors are clustered by state and included in parentheses. *** p<0.01, ** 
p<0.05, * p<0.1.  
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Table 14. Black-White Gap in Financial Strain from Healthcare Index and Components by State Decision to Adopt Medicaid (2010-2016) 
      Components of Financial Strain from Health Care Index 
 
Financial Strain from Health 
Index 
Forgo Medical Care Because of 
Costs 
Forgo Prescription Drugs 


















Pre-Period:         
2010-2012 0.105*** 0.140*** 0.0382*** 0.0509*** 0.0253*** 0.0285*** 0.0734*** 0.0908*** 
 (0.0130) (0.0212) (0.00471) (0.00768) (0.00464) (0.00609) (0.00440) (0.00658) 
Relative to Pre-Period:         
2013 -0.0123 -0.0411*** -0.0149***      
 (0.0135) (0.0101) (0.00368)      
2014 -0.0484*** -0.0656*** -0.0238*** 0.00233 -0.00497 -0.00686   
 (0.0152) (0.0147) (0.00535) (0.00651) (0.00544) (0.00644)   
2015 -0.0726*** -0.0679*** -0.0246*** -0.0851*** -0.0262 -0.0143 -0.0266 0.0411 
 (0.0137) (0.0191) (0.00692) (0.0117) (0.0691) (0.0187) (0.0888) (0.0547) 
2016 -0.0744*** -0.127*** -0.0460*** 0.0143* -0.0147** -0.0445*** -0.00819 -0.0712*** 
 (0.0167) (0.0175) (0.00635) (0.00821) (0.00619) (0.00616) (0.0133) (0.00747) 
2014-2016 -0.0660*** -0.0884*** -0.0321*** 0.00326 -0.00734 -0.0101*   
 (0.0117) (0.0149) (0.00540) (0.00707) (0.00492) (0.00496)   
Controls          
Age X X X X X X X X 
Education X X X X X X X X 
State X X X X X X X X 
Gender X X X X X X X X 
Married  X X X X X X X X 
Observations 1,049,084 778,543 1,049,084 778,543 258,263 137,518 136,914 66,601 
R-squared 0.052 0.071 0.052 0.071 0.029 0.034 0.031 0.031 
 
Note: The above estimates indicate the Black-white gap of the financial strain from healthcare costs index and its components at various time 
periods, relative to the pre-period (2010-2012), by state choice to expand Medicaid. The estimates are from regressions of the index or its 
components on indicators for year, whether the individual identifies as Black, an indicator for whether the state opted to expand Medicaid, as well 
as controls for age, education, state, gender, and marital status. The index was constructed by calculating the mean of the standardized z-score of 
each component of the index. A higher value for the financial strain from health costs index, forgo medical care because of costs variable, forgo 
prescription drugs because of costs variable, and unpaid medical bills variable indicate a worse outcome. The sample includes all individuals 
between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. Standard errors are clustered by state and 
included in parentheses. *** p<0.01, ** p<0.05, * p<0.1.  
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Table 15. Black-White Gap in General Health Index and Components by State Decision to Adopt Medicaid (2010-2016)  
      Components of General Health Index 
 General Health Index  
Health is "Excellent" or "Very 
Good" Days of Poor Health  Days of Poor Physical Health Healthy Days  


























Pre-Period:           
2010-2012 -0.0435*** -0.0471*** -0.206*** -0.215*** 0.0383** 0.00735 0.00536 -0.0166 0.162* 0.218** 
 (0.0113) (0.0137) (0.0191) (0.0149) (0.0138) (0.0216) (0.0131) (0.0158) (0.0432) (0.0149) 
Relative to Pre-Period:           
2013 0.00510 0.0155 0.0523*** 0.0473** -0.0249 -0.00681 -0.0354*** -0.0154   
 (0.00794) (0.0105) (0.0163) (0.0179) (0.0183) (0.0234) (0.0113) (0.0137)   
2014 0.0421*** 0.0527*** 0.0544*** 0.0705*** -0.0345 -0.0316 -0.0379** -0.0168   
 (0.0124) (0.00952) (0.0143) (0.0157) (0.0205) (0.0190) (0.0144) (0.0132)   
2015 0.0582*** 0.0601*** 0.0702*** 0.0633*** -0.0420* -0.0348 -0.0549*** -0.0213*   
 (0.0179) (0.0103) (0.0199) (0.0142) (0.0211) (0.0239) (0.0169) (0.0116)   
2016 0.0570*** 0.0787*** 0.103*** 0.0936*** -0.0728*** -0.0601* -0.0570*** -0.0610** 0.0649 0.0151 
 (0.00976) (0.0130) (0.0156) (0.0302) (0.0158) (0.0287) (0.00600) (0.0221) (0.0521) (0.0110) 
2014-2016 0.0528*** 0.0646*** 0.0769*** 0.0756*** -0.0507*** -0.0425* -0.0502*** -0.0337**   
 (0.0116) (0.00947) (0.0140) (0.0152) (0.00982) (0.0213) (0.00830) (0.0142)   
Controls            
Age X X X X X X X X X X 
Education X X X X X X X X X X 
State X X X X X X X X X X 
Gender X X X X X X X X X X 
Married  X X X X X X X X X X 
Observations 1,051,164 780,320 1,048,997 778,210 563,368 407,406 1,037,498 768,389 11,011 8,815 
R-squared 0.105 0.130 0.125 0.130 0.061 0.071 0.053 0.061 0.047 0.091 
Note: The above estimates indicate the Black-white gap of the general health index and its components at various time periods, relative to the pre-
period (2010-2012), by state choice to expand Medicaid. The estimates are from regressions of the index or its components on indicators for year, 
whether the individual identifies as Black, an indicator for whether the state opted to expand Medicaid, as well as controls for age, education, state, 
gender, and marital status. The index was constructed by calculating the mean of the standardized z-score of each component of the index. A 
higher value for the general health index, health is “excellent” or “very good” variable and healthy days variable indicates a better outcome 
whereas a higher value for the days of poor health variable and days of poor physical health variable indicate a worse outcome. The sample 
includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. Standard errors are 
clustered by state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1.  
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Table 16. Hispanic-White Gap in Health Insurance Index and Components by State Decision to Adopt Medicaid (2010-2016)  
      Components of Health Insurance Index  














Pre-Period:       
2010-2012 -0.350*** -0.569*** -0.126*** -0.205*** 0.0413*** 0.0480*** 
 (0.0391) (0.0495) (0.0141) (0.0178) (0.00894) (0.00873) 
Relative to Pre-Period:       
2013 -0.0403 -0.0315 -0.0145 -0.0113   
 (0.0292) (0.0307) (0.0105) (0.0110)   
2014 -0.00412 0.0224 -0.00148 0.00805 0.0204* 0.00438 
 (0.0268) (0.0474) (0.00965) (0.0171) (0.0116) (0.0112) 
2015 0.0129 0.0346 0.00465 0.0125 -0.0287 0.00904 
 (0.0367) (0.0448) (0.0132) (0.0161) (0.0335) (0.0312) 
2016 0.0271 0.0770 0.00977 0.0277 -0.0132 -0.00888 
 (0.0395) (0.0472) (0.0142) (0.0170) (0.00835) (0.00895) 
2014-2016 0.0140 0.0464 0.00502 0.0167 0.0125 0.00353 
 (0.0323) (0.0428) (0.0116) (0.0154) (0.00797) (0.0102) 
Controls        
Age X X X X X X 
Education X X X X X X 
State X X X X X X 
Gender X X X X X X 
Married  X X X X X X 
Observations 1,047,794 777,518 1,047,794 777,518 229,003 114,358 
R-squared 0.092 0.123 0.092 0.123 0.029 0.024 
 
Note: The above estimates indicate the Hispanic-white gap of the health insurance index and its components at various time periods, relative to the 
pre-period (2010-2012), by state choice to expand Medicaid. The estimates are from regressions of the index or its components on indicators for 
year, whether the individual identifies as Hispanic, an indicator for whether the state opted to expand Medicaid, as well as controls for age, 
education, state, gender, and marital status. The index was constructed by calculating the mean of the standardized z-score of each component of 
the index. A higher value for the health insurance index and the health insurance variable indicates a better outcome whereas higher value for the 
any time with no health insurance coverage variable indicate a worse outcome. The sample includes all individuals between the age of 19 and 64 
in the Behavioral Risk Factor Surveillance System from 2010 to 2016. Standard errors are clustered by state and included in parentheses. *** 
p<0.01, ** p<0.05, * p<0.1.  
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Table 17. Hispanic-White Gap in Financial Strain from the Healthcare Cost Index and Components by State Decision to Adopt Medicaid (2010-2016) 
      Components of Financial Strain from Health Care Index 
 
Financial Strain from Health 
Index 
Forgo Medical Care Because of 
Costs 
Forgo Prescription Drugs 


















Pre-Period:         
2010-2012 0.217*** 0.248*** 0.0787*** 0.0899*** 0.0296*** 0.0175 0.0331*** 0.0101 
 (0.0188) (0.0266) (0.00681) (0.00965) (0.00478) (0.0113) (0.00921) (0.0145) 
Relative to Pre-Period:         
2013 0.00661 -0.0108 0.00240 -0.00392     
 (0.0169) (0.0189) (0.00614) (0.00686)     
2014 -0.0234 -0.0719** -0.00848 -0.0261** -0.00316 -0.0129   
 (0.0144) (0.0323) (0.00523) (0.0117) (0.00560) (0.0107)   
2015 -0.0403* -0.0746*** -0.0146* -0.0271*** 0.00572 -0.0236 -0.0426 0.0552** 
 (0.0222) (0.0187) (0.00806) (0.00679) (0.0203) (0.0269) (0.0341) (0.0246) 
2016 -0.0941*** -0.110*** -0.0341*** -0.0400*** -0.00925 0.0208* -0.0153 -0.0627*** 
 (0.0232) (0.0257) (0.00843) (0.00932) (0.0138) (0.0105) (0.0107) (0.0161) 
2014-2016 -0.0558*** -0.0864*** -0.0203*** -0.0314*** -0.00445 -0.0110   
 (0.0194) (0.0222) (0.00704) (0.00805) (0.00603) (0.0107)   
Controls          
Age X X X X X X X X 
Education X X X X X X X X 
State X X X X X X X X 
Gender X X X X X X X X 
Married  X X X X X X X X 
Observations 1,049,084 778,543 1,049,084 778,543 258,263 137,518 136,914 66,601 
R-squared 0.052 0.071 0.052 0.071 0.029 0.034 0.031 0.031 
Note: The above estimates indicate the Hispanic-white gap of the financial strain from healthcare costs index and its components at various time periods, 
relative to the pre-period (2010-2012), by state choice to expand Medicaid. The estimates are from regressions of the index or its components on 
indicators for year, whether the individual identifies as Hispanic, an indicator for whether the state opted to expand Medicaid, as well as controls for age, 
education, state, gender, and marital status. The index was constructed by calculating the mean of the standardized z-score of each component of the 
index. A higher value for the financial strain from health costs index, forgo medical care because of costs variable, forgo prescription drugs because of 
costs variable, and unpaid medical bills variable indicate a worse outcome. The sample includes all individuals between the age of 19 and 64 in the 
Behavioral Risk Factor Surveillance System from 2010 to 2016. Standard errors are clustered by state and included in parentheses. *** p<0.01, ** 
p<0.05, * p<0.1.  
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Table 18. Hispanic-White Gap in General Health Index and Components by State Decision to Adopt Medicaid (2010-2016) 
      Components of General Health Index 
 General Health Index  
Health is "Excellent" or 
"Very Good" Days of Poor Health  Days of Poor Physical Health Healthy Days  


























Pre-Period:           
2010-2012 -0.146*** -0.213*** -0.286*** -0.226*** -0.00876 -0.0832*** 0.00663 -0.0454** -0.0765** 0.384 
 (0.0152) (0.0200) (0.0220) (0.0227) (0.0229) (0.0232) (0.0135) (0.0162) (0.0151) (0.184) 
Relative to Pre-Period:           
2013 0.0186 0.0353*** 0.0976*** 0.140*** -0.0663*** -0.0845** -0.0603*** -0.0946***   
 (0.0129) (0.0117) (0.00990) (0.0163) (0.0113) (0.0336) (0.0105) (0.0185)   
2014 0.0462*** 0.0767*** 0.150*** 0.141*** -0.0986*** -0.108*** -0.0793*** -0.131***   
 (0.0113) (0.0156) (0.0125) (0.0174) (0.0208) (0.0311) (0.0120) (0.0162)   
2015 0.0587*** 0.0783*** 0.139*** 0.153*** -0.0844*** -0.103*** -0.0950*** -0.121***   
 (0.0124) (0.0137) (0.0175) (0.0177) (0.0146) (0.0194) (0.0145) (0.0199)   
2016 0.0778*** 0.102*** 0.157*** 0.205*** -0.117*** -0.0857*** -0.117*** -0.152*** 0.367*** -0.167 
 (0.0158) (0.0156) (0.0132) (0.0138) (0.0189) (0.0275) (0.0155) (0.0172) (0.0104) (0.181) 
2014-2016 0.0622*** 0.0865*** 0.149*** 0.167*** -0.100*** -0.0985*** -0.0982*** -0.135***   
 (0.0109) (0.0132) (0.0119) (0.0140) (0.0165) (0.0232) (0.0112) (0.0119)   
Controls            
Age X X X X X X X X X X 
Education X X X X X X X X X X 
State X X X X X X X X X X 
Gender X X X X X X X X X X 
Married  X X X X X X X X X X 
Observations 1,051,164 780,320 1,048,997 778,210 563,368 407,406 1,037,498 768,389 11,011 8,815 
R-squared 0.105 0.130 0.125 0.130 0.061 0.071 0.053 0.061 0.047 0.091 
Note: The above estimates indicate the Hispanic-white gap of the health insurance index and its components at various time periods, relative to the 
pre-period (2010-2012), by state choice to expand Medicaid. The estimates are from regressions of the index or its components on indicators for 
year, whether the individual identifies as Hispanic, an indicator for whether the state opted to expand Medicaid, as well as controls for age, 
education, state, gender, and marital status. The index was constructed by calculating the mean of the standardized z-score of each component of 
the index. A higher value for the general health index, health is “excellent” or “very good” variable and healthy days variable indicates a better 
outcome whereas a higher value for the days of poor health variable and days of poor physical health variable indicate a worse outcome.  The 
sample includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. Standard 
errors are clustered by state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1.  
Figure 7. Health Insurance Rate for Individuals Living Above 138% of the Federal Poverty Line 
by Race (2010-2016) 
 
Note: The figure shows the health insurance rate by race for all individuals that live above 138% of the 
federal poverty line. The sample includes individuals between the age of 19 and 64 in the Behavioral Risk 
Factor Surveillance System from 2010 to 2016. 
 
Figure 8. Health Insurance Rate for Individuals Living Below 138% of the Federal Poverty Line 
by Race (2010-2016) 
 
Note: The figure shows the health insurance rate by race for all individuals that live below 138% of the 
federal poverty line. The sample includes individuals between the age of 19 and 64 in the Behavioral Risk 
Factor Surveillance System from 2010 to 2016. 
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Figure 9. Black-White Gap in Health Insurance for Individuals Living Above and Below 138% 
of the Federal Poverty Line (2010-2016) 
 
Note: The figure shows the black-white gap in health insurance for individuals that live above or below 
138% of the FPL, relative to 2010. The sample includes individuals between the age of 19 and 64 in the 
Behavioral Risk Factor Surveillance System from 2010 to 2016. 
 
Figure 10. Hispanic -White Gap in Health Insurance for Individuals Living Above and Below 
138% of the Federal Poverty Line (2010-2016) 
 
Note: The figure shows the Hispanic-white gap in health insurance for individuals that live above or 
below 138% of the FPL, relative to 2010. The sample includes individuals between the age of 19 and 64 
in the Behavioral Risk Factor Surveillance System from 2010 to 2016.  
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Figure 11. General Health for Individuals Living Above 138% of the Federal Poverty Line by 
Race (2010-2016) 
 
Note: The figure shows the proportion of the population that self-reports health as “excellent” or “very 
good” by race for all individuals that live above 138% of the federal poverty line. The sample includes all 
individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 
2016. 
 
Figure 12. General Health for Individuals Living Below 138% of the Federal Poverty Line by 
Race (2010-2016)  
 
Note: The figure shows the proportion of the population that self-reports health as “excellent” or “very 
good” by race for all individuals that live below 138% of the federal poverty line. The sample includes all 
individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 
2016.  
 65 
Figure 13. Black-White Gap in General Health for Individuals Living Above and Below 138% 
of the Federal Poverty Line (2010-2016) 
 
Note: The figure shows the black-white gap in the proportion of the population that self-reports health as 
“excellent” or “very good,” for individuals that live above or below 138% of the FPL, relative to 2010. 
The sample includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor 
Surveillance System from 2010 to 2016. 
 
Figure 14. Hispanic -White Gap in General Health for Individuals Living Above and Below 
138% of the Federal Poverty Line (2010-2016) 
 
Note: The figure shows the Hispanic-white gap in the proportion of the population that self-reports health 
as “excellent” or “very good,” for individuals that live above or below 138% of the FPL, relative to 2010. 
The sample includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor 
Surveillance System from 2010 to 2016.  
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Figure 15. Poor Health for Individuals Living Above 138% of the Federal Poverty Line by Race 
(2010-2016) 
 
Note: The figure shows the standardized z-score of the variable that indicates the number of days in the 
past 30 days in which the individual self-reports poor health by race for all individuals that live above 
138% of the federal poverty line. The sample includes all individuals between the age of 19 and 64 in the 
Behavioral Risk Factor Surveillance System from 2010 to 2016. 
 
Figure 16. Poor Health for Individuals Living Below 138% of the Federal Poverty Line by Race 
(2010-2016) 
 
Note: The figure shows the standardized z-score of the variable that indicates the number of days in the 
past 30 days in which the individual self-reports poor health by race for all individuals that live above 
138% of the federal poverty line. The sample includes all individuals between the age of 19 and 64 in the 






















Figure 17. Black-White Gap in Poor Health for Individuals Living Above and Below 138% of 
the Federal Poverty Line (2010-2016) 
 
Note: The figure shows the black-white gap in the standardized z-score of the variable that indicates the 
number of days in the past 30 days in which the individual self-reports poor health, for individuals that 
live above or below 138% of the FPL, relative to 2010. The sample includes all individuals between the 
age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. 
 
Figure 18.  Hispanic-White Gap in Poor Health for Individuals Living Above and Below 138% 
of the Federal Poverty Line (2010-2016) 
 
Note:  The figure shows the Hispanic-white gap in the standardized z-score of the variable that indicates 
the number of days in the past 30 days in which the individual self-reports poor health, for individuals 
that live above or below 138% of the FPL, relative to 2010. The sample includes all individuals between 
the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016.  
IX. Appendix  
  
Table 1. Black-White Gap in Health Insurance and Financial Strain from Health (2010-2016)  















Pre-Period:      
2010-2012 -0.0990*** 0.101*** 0.0388*** 0.0538*** 0.0796*** 
 (0.0112) (0.00958) (0.00355) (0.00682) (0.0125) 
Relative to Pre-Period:      
2013 0.0137*** -0.0167***    
 (0.00503) (0.00369)    
2014 0.0353*** -0.0280*** 0.00411 -0.00169  
 (0.00406) (0.00493) (0.00454) (0.00392)  
2015 0.0442*** -0.0342*** -0.0237 -0.000213 0.0481 
 (0.00638) (0.00491) (0.0264) (0.0183) (0.0560) 
2016 0.0414*** -0.0472*** 0.0117 -0.0202* -0.0405** 
 (0.00756) (0.00475) (0.00861) (0.0108) (0.0163) 
2014-2016 0.0405*** -0.0369*** 0.00435 -0.00553  
 (0.00535) (0.00415) (0.00473) (0.00397)  
Mean for Whites 0.870*** 0.137*** 0.0567*** 0.0887*** 0.217*** 
 (0.00617) (0.00532) (0.00191) (0.00453) (0.00845) 
      
Observations 2,128,971 2,131,954 407,103 469,819 244,531 
R-squared 0.033 0.014 0.007 0.005 0.003 
 
Note: The above estimates indicate the black-white gap of each outcome variable at various time periods, 
relative to the pre-period (2010-2012). The estimates are from regressions of the outcome variable on 
indicators for year and whether the individual identifies as black. The sample includes all individuals 
between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. 






Table 2. Black-White Gap in Health Insurance and Financial Strain from Health with Controls 
(2010-2016)  















Pre-Period:      
2010-2012 -0.0423*** 0.0227*** 0.0462*** 0.0285*** 0.0780*** 
 (0.00510) (0.00289) (0.00425) (0.00371) (0.00424) 
Relative to Pre-Period:      
2013 0.00224  -0.00840***   
 (0.00401)  (0.00307)   
2014 0.0250*** 0.00468 -0.0204*** -0.00593  
 (0.00328) (0.00433) (0.00354) (0.00359)  
2015 0.0336*** -0.0313 -0.0254*** -0.0154 0.0393 
 (0.00561) (0.0260) (0.00421) (0.0179) (0.0492) 
2016 0.0297*** 0.0146** -0.0345*** -0.0150** -0.0244*** 
 (0.00640) (0.00614) (0.00454) (0.00631) (0.00854) 
2014-2016 0.0297*** -0.0272*** 0.00513 -0.00801**  
 (0.00463) (0.00333) (0.00448) (0.00305)  
Mean for Whites 0.870*** 0.137*** 0.0567*** 0.0887*** 0.217*** 
 (0.00617) (0.00532) (0.00191) (0.00453) (0.00845) 
Controls      
Age X X X X X 
Education X X X X X 
State X X X X X 
Gender X X X X X 
Married  X X X X X 
      
Observations 2,114,928 403,774 2,117,736 465,749 242,330 
R-squared 0.104 0.025 0.060 0.031 0.036 
 
Note: The above estimates indicate the black-white gap of each outcome variable at various time periods, 
relative to the pre-period (2010-2012). The estimates are from regressions of the outcome variable on 
indicators for year, whether the individual identifies as black, as well as controls for age, education, state, 
gender, and marital status. The sample includes all individuals between the age of 19 and 64 in the 
Behavioral Risk Factor Surveillance System from 2010 to 2016. Standard errors are clustered by state and 
included in parentheses. *** p<0.01, ** p<0.05, * p<0.1.  
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Table 3. Hispanic -White Gap in Health Insurance and Financial Strain from Health (2010-2016)  




Care Because of 
Cost 









Pre-Period:      
2010-2012 -0.189*** 0.127*** 0.0551*** 0.0469*** -0.0191 
 (0.0380) (0.0141) (0.00881) (0.00497) (0.0369) 
Relative to Pre-Period:      
2013 -0.000825 -0.00843    
 (0.00970) (0.00513)    
2014 0.00254 -0.0188*** 0.00441 -0.00333  
 (0.00854) (0.00526) (0.0117) (0.00368)  
2015 0.00346 -0.0210*** -0.0304 -0.0175 0.0262 
 (0.0124) (0.00534) (0.0247) (0.0178) (0.0343) 
2016 0.00900 -0.0360*** -0.000848 -0.00735 0.0282 
 (0.0196) (0.00881) (0.0129) (0.0163) (0.0402) 
2014-2016 0.00551 -0.0259*** 0.00339 -0.00404  
 (0.0121) (0.00562) (0.00840) (0.00468)  
Mean for Whites 0.870*** 0.137*** 0.0567*** 0.0887*** 0.217*** 
 (0.00617) (0.00532) (0.00191) (0.00453) (0.00845) 
      
Observations 2,128,971 2,131,954 407,103 469,819 244,531 
R-squared 0.033 0.014 0.007 0.005 0.003 
 
Note: The above estimates indicate the Hispanic-white gap of each outcome variable at various time 
periods, relative to the pre-period (2010-2012). The estimates are from regressions of the outcome 
variable on indicators for year and whether the individual identifies as Hispanic. The sample includes all 
individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 




Table 4. Hispanic -White Gap in Health Insurance and Financial Strain from Health with 
Controls (2010-2016)  















Pre-Period:      
2010-2012 -0.146*** 0.0808*** 0.0493*** 0.0256*** 0.0288*** 
 (0.0151) (0.00605) (0.00764) (0.00426) (0.00785) 
Relative to Pre-Period:      
2013 -0.0147** 0.000410    
 (0.00712) (0.00431)    
2014 -0.00552 -0.0149*** 0.00469 -0.00544  
 (0.00875) (0.00535) (0.0113) (0.00346)  
2015 -0.00239 -0.0166*** -0.0277 -0.0162 0.0202 
 (0.0115) (0.00524) (0.0217) (0.0127) (0.0247) 
2016 0.00350 -0.0306*** -0.0159 -0.000673 -0.0141 
 (0.0143) (0.00709) (0.0100) (0.0132) (0.0121) 
2014-2016 -0.000864 -0.0213*** 0.00135 -0.00491  
 (0.0106) (0.00512) (0.00827) (0.00392)  
Mean for Whites 0.411*** 0.405*** 0.257*** 0.259*** 0.244*** 
 (0.0222) (0.0127) (0.00998) (0.00884) (0.0127) 
Controls      
Age X X X X X 
Education X X X X X 
State X X X X X 
Gender X X X X X 
Married  X X X X X 
      
Observations 1,408,480 1,408,745 269,794 310,983 161,458 
R-squared 0.208 0.130 0.072 0.057 0.053 
 
Note: The above estimates indicate the Hispanic-white gap of each outcome variable at various time 
periods, relative to the pre-period (2010-2012). The estimates are from regressions of the outcome 
variable on indicators for year, whether the individual identifies as Hispanic, as well as controls for age, 
education, state, gender, and marital status. The sample includes all individuals between the age of 19 and 
64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. Standard errors are clustered by 
state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1.  
 
Table 5. Black-White Gap in Health Screenings (2010-2016) 


















Pre-Period:          
2010-2012 -0.0215*** -0.0205*** 0.0331*** 0.0366*** -0.00657 -0.0297** 0.276*** -0.0588*** 
 (0.00721) (0.00209) (0.00667) (0.00830) (0.00830) (0.0145) (0.0143) (0.00429) 
Relative to Pre-Period:         
2013 -0.0136* -0.00489 -0.0197 -0.0249 0.00386 0.0322* 0.00741 0.00310 
 (0.00747) (0.00648) (0.0133) (0.0261) (0.0137) (0.0177) (0.00639) (0.00674) 
2014 0.0139* -0.0108*** 0.00265 -0.00311 0.0221** 0.0133 0.0226*** 0.00317 
 (0.00767) (0.00369) (0.00495) (0.0118) (0.00862) (0.00877) (0.00783) (0.00410) 
2015 -0.0245 -0.00758 -0.00148 -0.0326 -0.0111 -0.00153 0.0136** -0.0222* 
 (0.0285) (0.00865) (0.0186) (0.0494) (0.0138) (0.0170) (0.00561) (0.0123) 
2016 0.00715 -0.0121*** -0.0212*** -0.00479 0.0261*** -0.0102 0.00970 0.0560*** 
 (0.00708) (0.00374) (0.00527) (0.0108) (0.00821) (0.00977) (0.00786) (0.0193) 
2014-2016 0.00871 -0.0115*** -0.00811* -0.00557 0.0206*** 0.00127 0.0159*** 0.00278 
 (0.00604) (0.00308) (0.00436) (0.00944) (0.00691) (0.00805) (0.00551) (0.00401) 
Mean for Whites 0.747*** 0.971*** 0.224*** 0.586*** 0.327*** 0.640*** 0.336*** 0.950*** 
 (0.00565) (0.00113) (0.00926) (0.00750) (0.00845) (0.00883) (0.00958) (0.00176) 
         
Observations 690,462 688,454 653,617 321,352 608,190 609,199 1,942,400 530,487 
R-squared 0.013 0.017 0.006 0.017 0.006 0.010 0.031 0.033 
 
Note: The above estimates indicate the black-white gap of each outcome variable at various time periods, relative to the pre-period (2010-2012). 
The estimates are from regressions of the outcome variable on indicators for year and whether the individual identifies as black. The sample 
includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. Standard errors are 
clustered by state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1. 
 
Table 6. Black-White Gap in Health Screenings with Controls (2010-2016) 
Black-White Gap  
Ever Had 
Mammogram 












Pre-Period:         
2010-2012 0.0687*** 0.0184*** 0.0745*** 0.0131** 0.0295*** 0.220*** -0.0153*** 
 (0.00402) (0.00236) (0.00722) (0.00569) (0.00689) (0.00799) (0.00314) 
Relative to Pre-Period:        
2013 -0.0586*** -0.0114 -0.0742*** 0.00304 0.00996 0.0175*** -0.00845* 
 (0.00653) (0.00778) (0.0205) (0.0125) (0.0109) (0.00561) (0.00472) 
2014 -0.0397*** -0.0157*** -0.0220* 0.00887 -0.00122 0.0270*** -0.00649 
 (0.00839) (0.00374) (0.0112) (0.00672) (0.00656) (0.00642) (0.00403) 
2015 -0.0643*** -0.00626 -0.0461 0.000363 6.50e-05 0.0243*** -0.0373*** 
 (0.0237) (0.00962) (0.0419) (0.0112) (0.0131) (0.00512) (0.0109) 
2016 -0.0396*** -0.0153*** -0.0244** 0.0158** -0.0205** 0.0231*** 0.0458* 
 (0.00694) (0.00367) (0.0111) (0.00713) (0.00879) (0.00681) (0.0240) 
2014-2016 -0.0410*** -0.0153*** -0.0247** 0.0108* -0.00958 0.0251*** -0.00703* 
 (0.00709) (0.00310) (0.00978) (0.00583) (0.00745) (0.00430) (0.00393) 
Mean for Whites 0.747*** 0.971*** 0.224*** 0.586*** 0.327*** 0.640*** 0.336*** 
 (0.00565) (0.00113) (0.00926) (0.00750) (0.00845) (0.00883) (0.00958) 
Controls        
Age X X X X X X X 
Education X X X X X X X 
State X X X X X X X 
Gender X X X X X X X 
Married  X X X X X X X 
        
Observations 687,430 685,453 320,046 605,442 606,446 1,933,597 528,222 
R-squared 0.297 0.128 0.133 0.039 0.071 0.092 0.110 
Note: The above estimates indicate the black-white gap of each outcome variable at various time periods, relative to the pre-period (2010-2012). 
The estimates are from regressions of the outcome variable on indicators for year, whether the individual identifies as black, as well as controls for 
age, education, state, gender, and marital status. The sample includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor 
Surveillance System from 2010 to 2016. Standard errors are clustered by state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1.  
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Table 7. Hispanic – White Gap in Health Screenings (2010-2016)  















Pre-Period:         
2010-2012 -0.150*** -0.0534*** -0.111*** -0.101*** -0.158*** 0.114*** -0.138*** 
 (0.0177) (0.00543) (0.0415) (0.0118) (0.0184) (0.0177) (0.0120) 
Relative to Pre-Period:        
2013 -0.0118 -0.00340 -0.0850 0.0283* 0.0182 0.0146** 0.00132 
 (0.0358) (0.00778) (0.0575) (0.0160) (0.0220) (0.00617) (0.0174) 
2014 0.00848 -0.00782 0.0167* 0.0385*** -0.00644 0.00172 -0.0134*** 
 (0.0104) (0.00544) (0.00954) (0.00783) (0.00664) (0.00709) (0.00419) 
2015 -0.0451 -0.00192 -0.0928** 0.0297 -0.0120 0.0155* 0.00783 
 (0.0283) (0.00766) (0.0435) (0.0246) (0.0306) (0.00838) (0.0186) 
2016 0.00595 -0.0117 0.0248** 0.0629*** -0.00192 0.00845 -0.0726** 
 (0.00735) (0.00784) (0.0106) (0.00937) (0.0158) (0.0126) (0.0308) 
2014-2016 0.00462 -0.00972 0.0164** 0.0488*** -0.00412 0.00949 -0.0137*** 
 (0.00715) (0.00636) (0.00798) (0.00766) (0.0106) (0.00804) (0.00441) 
Mean for Whites 0.747*** 0.971*** 0.586*** 0.327*** 0.640*** 0.336*** 0.950*** 
 (0.00565) (0.00113) (0.00750) (0.00845) (0.00883) (0.00958) (0.00176) 
        
Observations 690,462 688,454 321,352 608,190 609,199 1,942,400 530,487 
R-squared 0.013 0.017 0.017 0.006 0.010 0.031 0.033 
 
Note: The above estimates indicate the Hispanic-white gap of each outcome variable at various time periods, relative to the pre-period (2010-
2012). The estimates are from regressions of the outcome variable on indicators for year and whether the individual identifies as Hispanic. The 
sample includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. Standard 
errors are clustered by state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1.  
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Table 8. Hispanic – White Gap in Health Screenings with Controls (2010-2016)  
Hispanic-White Gap  
Ever Had 
Mammogram 












Pre-Period:         
2010-2012 -0.000448 -0.0211*** -0.0357*** -0.0798*** -0.0600*** 0.0433*** -0.0719*** 
 (0.00650) (0.00541) (0.00986) (0.00706) (0.0142) (0.0158) (0.00691) 
Relative to Pre-Period:        
2013 -0.120*** -0.0169** -0.0710 0.0139 -0.0277 0.0556*** -0.0355*** 
 (0.0286) (0.00713) (0.0508) (0.0117) (0.0194) (0.00517) (0.0131) 
2014 -0.128*** -0.0172*** -0.0568*** 0.0250*** -0.0201*** 0.0429*** -0.0247*** 
 (0.0138) (0.00496) (0.0110) (0.00680) (0.00700) (0.00676) (0.00425) 
2015 -0.162*** -0.0115 -0.0995*** 0.0234 -0.0484* 0.0567*** -0.0171 
 (0.0238) (0.00810) (0.0215) (0.0169) (0.0245) (0.00842) (0.0140) 
2016 -0.126*** -0.0214*** -0.0451*** 0.0461*** -0.0184 0.0495*** -0.0936*** 
 (0.0128) (0.00733) (0.0109) (0.00808) (0.0161) (0.0116) (0.0272) 
2014-2016 -0.129*** -0.0192*** -0.0531*** 0.0347*** -0.0208* 0.0501*** -0.0255*** 
 (0.0128) (0.00598) (0.00910) (0.00657) (0.0110) (0.00685) (0.00451) 
Mean for Whites 0.747*** 0.971*** 0.586*** 0.327*** 0.640*** 0.336*** 0.950*** 
 (0.00565) (0.00113) (0.00750) (0.00845) (0.00883) (0.00958) (0.00176) 
Controls        
Age X X X X X X X 
Education X X X X X X X 
State X X X X X X X 
Gender X X X X X X X 
Married  X X X X X X X 
        
Observations 687,430 685,453 320,046 605,442 606,446 1,933,597 528,222 
R-squared 0.297 0.128 0.133 0.039 0.071 0.092 0.110 
Note: The above estimates indicate the Hispanic-white gap of each outcome variable at various time periods, relative to pre-period (2010-2012). 
The estimates are from regressions of the outcome variable on indicators for year, whether the individual identifies as Hispanic, as well as controls 
for age, education, state, gender, and marital status. The sample includes all individuals between the age of 19 and 64 in the Behavioral Risk 
Factor Surveillance System from 2010 to 2016. Standard errors are clustered by state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1.
Table 9. Black-White Gap in Health Immunizations (2010-2016)  
Black-White Gap  Doctor Visits 




Ever Had HPV 
Vaccination 
Pre-Period:      
2010-2012 -0.0238 -0.0802*** 0.0218*** 0.0442*** 
 (0.0158) (0.00627) (0.00538) (0.0121) 
Relative to Pre-Period:     
2013  0.00416 0.0230*** -0.0324* 
  (0.00565) (0.00310) (0.0168) 
2014 0.000200 0.00760 0.00755** 0.00471 
 (0.0137) (0.00552) (0.00338) (0.0102) 
2015 -0.0462 0.0153** 0.0163*** -0.0210 
 (0.0435) (0.00648) (0.00469) (0.0182) 
2016 -0.0314 0.0106* -0.00741** 0.00591 
 (0.0308) (0.00561) (0.00335) (0.0169) 
2014-2016 -0.00480 0.0103** 0.00484** 0.000573 
 (0.0134) (0.00465) (0.00221) (0.0111) 
Mean for Whites -0.0103 0.397*** 0.218*** 0.0596*** 
 (0.0160) (0.00578) (0.00301) (0.00441) 
     
Observations 459,745 2,013,891 1,797,772 99,869 
R-squared 0.001 0.005 0.003 0.011 
 
Note: The above estimates indicate the black-white gap of each outcome variable at various time periods, 
relative to the pre-period (2010-2012). The estimates are from regressions of the outcome variable on 
indicators for year and whether the individual identifies as black. The sample includes all individuals 
between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. 






Table 10. Black-White Gap in Health Immunizations with Controls (2010-2016)  





Ever Had HPV 
Vaccination 
Pre-Period:      
2010-2012 -0.0698*** -0.0389*** 0.0182*** -0.00477 
 (0.0102) (0.00524) (0.00443) (0.00810) 
Relative to 2010-2012:     
2013  -0.00965* 0.0126*** 0.000259 
  (0.00555) (0.00258) (0.0125) 
2014 0.000211 -0.00622 -0.00291 0.0196* 
 (0.0116) (0.00468) (0.00329) (0.0103) 
2015 -0.0424 0.00330 0.00649 0.00234 
 (0.0479) (0.00638) (0.00452) (0.0135) 
2016 -0.0218 0.000487 -0.0145*** 0.0126 
 (0.0141) (0.00424) (0.00318) (0.0117) 
2014-2016 -0.00247 -0.00134 -0.00421* 0.00987 
 (0.0115) (0.00400) (0.00223) (0.00768) 
Mean for Whites -0.0103 0.397*** 0.218*** 0.0596*** 
 (0.0160) (0.00578) (0.00301) (0.00441) 
Controls     
Age X X X X 
Education X X X X 
State X X X X 
Gender X X X X 
Married  X X X X 
     
Observations 455,902 2,004,504 1,789,639 99,416 
R-squared 0.020 0.041 0.026 0.117 
 
Note: The above estimates indicate the black-white gap of each outcome variable at various time periods, 
relative to the pre-period (2010-2012). The estimates are from regressions of the outcome variable on 
indicators for year, whether the individual identifies as black, as well as controls for age, education, state, 
gender, and marital status. The sample includes all individuals between the age of 19 and 64 in the 
Behavioral Risk Factor Surveillance System from 2010 to 2016. Standard errors are clustered by state and 





Table 11. Hispanic-White Gap in Health Immunizations (2010-2016) 







Ever Had HPV 
Vaccination 
Pre-Period:      
2010-2012 -0.0602 -0.103*** -0.0372*** 0.0303*** 
 (0.0549) (0.0210) (0.00905) (0.00993) 
Relative to Pre-Period:     
2013  0.0116** 0.0139** 0.0241* 
  (0.00465) (0.00651) (0.0126) 
2014 -0.0560 0.0103 -0.00697 0.0157 
 (0.0597) (0.00740) (0.00753) (0.0220) 
2015 -0.105 0.00998 -0.00685 -0.00371 
 (0.0896) (0.00795) (0.0115) (0.0280) 
2016 -0.0962 0.0167 -0.00972 -0.0367** 
 (0.0628) (0.0114) (0.00777) (0.0147) 
2014-2016 -0.0620 0.0121 -0.00744 -0.0190 
 (0.0591) (0.00879) (0.00833) (0.0136) 
Mean for Whites -0.0103 0.397*** 0.218*** 0.0596*** 
 (0.0160) (0.00578) (0.00301) (0.00441) 
     
Observations 459,745 2,013,891 1,797,772 99,869 
R-squared 0.001 0.005 0.003 0.011 
 
Note: The above estimates indicate the Hispanic-white gap of each outcome variable at various time 
periods, relative to the pre-period (2010-2012). The estimates are from regressions of the outcome 
variable on indicators for year and whether the individual identifies as Hispanic. The sample includes all 
individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 
2016. Standard errors are clustered by state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1.  
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Table 12. Hispanic-White Gap in Health Immunizations with Controls (2010-2016)  
Hispanic-White Gap  Doctor Visits 





Ever Had HPV 
Vaccination 
Pre-Period:      
2010-2012 -0.144*** -0.00701 -0.00801 0.000914 
 (0.0174) (0.00927) (0.00640) (0.00496) 
Relative to Pre-Period:     
2013  -0.0156*** -0.0111** 0.0358*** 
  (0.00429) (0.00502) (0.00614) 
2014 -0.0158 -0.0125 -0.0330*** 0.0243 
 (0.0218) (0.00884) (0.00576) (0.0196) 
2015 -0.0746 -0.0117 -0.0325*** 0.0107 
 (0.0630) (0.00797) (0.00942) (0.0275) 
2016 -0.0166 -0.00754 -0.0353*** -0.0148* 
 (0.0334) (0.0100) (0.00754) (0.00800) 
2014-2016 -0.0158 -0.0106 -0.0332*** 0.000756 
 (0.0219) (0.00874) (0.00677) (0.0112) 
Mean for Whites -0.0103 0.397*** 0.218*** 0.0596*** 
 (0.0160) (0.00578) (0.00301) (0.00441) 
Controls     
Age X X X X 
Education X X X X 
State X X X X 
Gender X X X X 
Married  X X X X 
     
Observations 455,902 2,004,504 1,789,639 99,416 
R-squared 0.020 0.041 0.026 0.117 
 
Note: The above estimates indicate the Hispanic-white gap of each outcome variable at various time 
periods, relative to the pre-period (2010-2012). The estimates are from regressions of the outcome 
variable on indicators for year, whether the individual identifies as Hispanic, as well as controls for age, 
education, state, gender, and marital status. The sample includes all individuals between the age of 19 and 
64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. Standard errors are clustered by 
state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1.  
 
 
Table 13. Black-White Gap in Mental Health (2010-2016)  






with Life  
# of Sad 
Days  




Treatment for Mental 
Health Illness 
Mean for Whites 0.0674*** 0.834*** 0.939*** 0.0420** 0.123*** 0.215*** 0.156*** 
 (0.0116) (0.00353) (0.00230) (0.0132) (0.00292) (0.00432) (0.00398) 
Pre-Period:        
2010-2012 0.0868*** -0.154*** -0.0197*** 0.0552 -0.0253 -0.0509*** -0.0424*** 
 (0.0162) (0.00966) (0.00334) (0.0663) (0.0693) (0.00567) (0.0104) 
Relative to Pre-Period:        
2013 -0.0151* 0.0132 0.0191*   0.000754 -0.00232 
 (0.00806) (0.0181) (0.0102)   (0.00334) (0.0201) 
2014 -0.0199* -0.0455*** -0.0535*** -0.0808 -0.130 0.00425  
 (0.0116) (0.0129) (0.00615) (0.0997) (0.106) (0.00444)  
2015 -0.0392*** 0.0112 -0.0237*** -0.0507 -0.0571 -0.00248 -0.0372* 
 (0.0105) (0.0119) (0.00387) (0.0663) (0.0693) (0.00430) (0.0177) 
2016 -0.0693*** 0.00532 -0.000620 -0.0428 -0.0635 -0.00171 -0.00796 
 (0.0120) (0.0162) (0.00527) (0.0670) (0.0693) (0.00608) (0.0107) 
2014-2016 -0.0430*** -0.00717 -0.0133 -0.0632 -0.0983 -0.000250 -0.0365** 
 (0.00910) (0.0153) (0.00903) (0.0785) (0.0798) (0.00400) (0.0173) 
Mean for Whites 0.0674*** 0.834*** 0.939*** 0.0420** 0.123*** 0.215*** 0.156*** 
 (0.0116) (0.00353) (0.00230) (0.0132) (0.00292) (0.00432) (0.00398) 
        
Observations 2,108,121 326,798 328,082 20,136 20,091 1,886,766 108,357 
R-squared 0.001 0.021 0.001 0.001 0.002 0.003 0.003 
 
Note: The above estimates indicate the black-white gap of each outcome variable at various time periods, relative to the pre-period (2010-2012). 
The estimates are from regressions of the outcome variable on indicators for year and whether the individual identifies as black. The sample 
includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. Standard errors are 
clustered by state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1. 
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Table 14. Black-White Gap in Mental Health with Controls (2010-2016) 






with Life  
# of Sad 
Days  




Treatment for Mental 
Health Illness 
Pre-Period:        
2010-2012 -0.0765*** -0.0887*** 0.00954*** -0.0619 -0.152* -0.0957*** -0.0646*** 
 (0.0137) (0.00632) (0.00314) (0.0567) (0.0677) (0.00498) (0.00799) 
Relative to Pre-Period:        
2013 -0.00210 0.00628 0.0155*   0.00289 -0.0154 
 (0.00812) (0.0145) (0.00804)   (0.00345) (0.0240) 
2014 -0.00889 -0.0455*** -0.0520*** -0.0665 -0.0872 0.00727  
 (0.00987) (0.0128) (0.00712) (0.0652) (0.0800) (0.00455)  
2015 -0.0242** 0.00971 -0.0219*** -0.0703 -0.0697 0.00194 -0.0535*** 
 (0.0107) (0.00936) (0.00292) (0.0553) (0.0652) (0.00438) (0.00953) 
2016 -0.0362*** 0.00768 0.00352 -0.0783 -0.0742 0.00799 -0.0375*** 
 (0.0110) (0.0151) (0.00486) (0.0598) (0.0707) (0.00518) (0.00966) 
2014-2016 -0.0231*** -0.000971 -0.00911 -0.0727 -0.0825 0.00571 -0.0526*** 
 (0.00805) (0.0114) (0.0101) (0.0603) (0.0695) (0.00391) (0.00935) 
Mean for Whites 0.0674*** 0.834*** 0.939*** 0.0420** 0.123*** 0.215*** 0.156*** 
 (0.0116) (0.00353) (0.00230) (0.0132) (0.00292) (0.00432) (0.00398) 
Controls         
Age X X X X X X X 
Education X X X X X X X 
State X X X X X X X 
Gender X X X X X X X 
Married  X X X X X X X 
        
Observations 2,094,415 325,605 326,866 20,079 20,032 1,873,988 107,882 
R-squared 0.049 0.083 0.039 0.084 0.067 0.054 0.038 
Note: The above estimates indicate the black-white gap of each outcome variable at various time periods, relative to the pre-period (2010-2012). The estimates 
are from regressions of the outcome variable on indicators for year, whether the individual identifies as black, as well as controls for age, education, state, gender, 
and marital status. The sample includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. 
Standard errors are clustered by state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1. 
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Table 15. Hispanic-White Gap in Mental Health (2010-2016)  







with Life  











Pre-Period:        
2010-2012 0.0416*** -0.115*** 0.00491 0.224** 0.123** -0.0356*** -0.0393*** 
 (0.0135) (0.0152) (0.00344) (0.0653) (0.0397) (0.00899) (0.00641) 
Relative to Pre-Period:        
2013 -0.0118 0.173*** 0.0233   -0.00544 -0.0205 
 (0.0171) (0.0525) (0.0237)   (0.00375) (0.0166) 
2014 -0.0322** 0.0217 7.89e-06 -0.245** -0.228*** -0.00855 -0.211*** 
 (0.0152) (0.0152) (0.00344) (0.0659) (0.0402) (0.00600) (0.00641) 
2015 -0.0328* -0.0283 -0.0211*** -0.768*** -0.806*** -0.0168*** 0.0162 
 (0.0188) (0.0184) (0.00721) (0.0653) (0.0397) (0.00469) (0.0362) 
2016 -0.0660*** -0.00991 -0.0178* -0.356** -0.304*** -0.0187** -0.113*** 
 (0.0199) (0.0265) (0.00994) (0.0845) (0.0476) (0.00703) (0.00973) 
2014-2016 -0.0438** -0.0137 -0.0162*** -0.326** -0.290*** -0.0151*** 0.00674 
 (0.0166) (0.0240) (0.00453) (0.0758) (0.0511) (0.00529) (0.0375) 
Mean for Whites 0.0674*** 0.834*** 0.939*** 0.0420** 0.123*** 0.215*** 0.156*** 
 (0.0116) (0.00353) (0.00230) (0.0132) (0.00292) (0.00432) (0.00398) 
        
Observations 2,108,121 326,798 328,082 20,136 20,091 1,886,766 108,357 
R-squared 0.001 0.021 0.001 0.001 0.002 0.003 0.003 
 
Note: The above estimates indicate the Hispanic-white gap of each outcome variable at various time periods, relative to the pre-period (2010-
2012). The estimates are from regressions of the outcome variable on indicators for year and whether the individual identifies as Hispanic. The 
sample includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. Standard 
errors are clustered by state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1.  
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Table 16. Hispanic-White Gap in Mental Health with Controls (2010-2016) 






with Life  
# of Sad 
Days  




Treatment for Mental 
Health Illness 
Pre-Period:        
2010-2012 -0.0964*** -0.0672*** 0.0227*** 0.130* -0.00169 -0.0572*** -0.0495*** 
 (0.0143) (0.00777) (0.00343) (0.0532) (0.0317) (0.00695) (0.00975) 
Relative to Pre-Period:        
2013 -0.00962 0.145*** 0.00797   -0.0137*** -0.0199* 
 (0.0180) (0.0439) (0.0203)   (0.00392) (0.0109) 
2014 -0.0371** 0.0403*** 0.00754** -0.299** -0.223** -0.0194*** -0.163*** 
 (0.0145) (0.00821) (0.00375) (0.100) (0.0708) (0.00607) (0.0120) 
2015 -0.0374** 0.0143 -0.00237 -0.841*** -0.836*** -0.0261*** 0.0139 
 (0.0170) (0.00874) (0.00387) (0.0587) (0.0314) (0.00465) (0.0386) 
2016 -0.0621*** 0.0181 -0.00569 -0.408*** -0.300*** -0.0257*** -0.134*** 
 (0.0209) (0.0228) (0.0110) (0.0591) (0.0487) (0.00685) (0.0175) 
2014-2016 -0.0457*** 0.0199 -0.00186 -0.370*** -0.276*** -0.0240*** 0.00493 
 (0.0160) (0.0138) (0.00557) (0.0665) (0.0495) (0.00523) (0.0403) 
Mean for Whites 0.0674*** 0.834*** 0.939*** 0.0420** 0.123*** 0.215*** 0.156*** 
 (0.0116) (0.00353) (0.00230) (0.0132) (0.00292) (0.00432) (0.00398) 
Controls        
Age X X X X X X X 
Education X X X X X X X 
State X X X X X X X 
Gender X X X X X X X 
Married  X X X X X X X 
        
Observations 2,094,415 325,605 326,866 20,079 20,032 1,873,988 107,882 
R-squared 0.049 0.083 0.039 0.084 0.067 0.054 0.038 
Note: The above estimates indicate the Hispanic-white gap of each outcome variable at various time periods, relative to the pre-period (2010-2012). The 
estimates are from regressions of the outcome variable on indicators for year, whether the individual identifies as Hispanic, as well as controls for age, education, 
state, gender, and marital status. The sample includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 
to 2016. Standard errors are clustered by state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1. 
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Table 17. Black-White Gap in General Health and Disability (2010-2016)  
Black-White Gap  
Health is "Excellent" 
or "Very Good" 
Days of 
Poor Health  
Days of Poor 








for Physical Limitations 
Pre-Period:        
2010-2012 -0.179*** 0.138*** 0.0907*** 0.0879 0.00479 0.00693 0.0480*** 
 (0.00968) (0.0166) (0.0141) (0.0475) (0.00331) (0.00687) (0.00348) 
Relative to Pre-Period:        
2013 0.0156*** -0.0125 -0.0140*   0.0121*** -0.000259 
 (0.00569) (0.0141) (0.00740)   (0.00400) (0.00309) 
2014 0.0208*** -0.0302* -0.0164 0.0719 -0.132 0.0135*** 0.00355 
 (0.00583) (0.0157) (0.0102) (0.0719) (0.0843) (0.00477) (0.00376) 
2015 0.0233*** -0.0388*** -0.0293*** -0.0667 -0.160*** 0.00229 -0.00171 
 (0.00495) (0.0138) (0.00813) (0.0475) (0.00331) (0.00489) (0.00303) 
2016 0.0416*** -0.0822*** -0.0689*** 0.0331 -0.0822* -0.0232** -0.0133** 
 (0.00559) (0.0179) (0.0119) (0.0519) (0.0348) (0.0105) (0.00584) 
2014-2016 0.0288*** -0.0513*** -0.0389*** 0.0516 -0.105 0.00101 -0.00219 
 (0.00399) (0.0129) (0.00778) (0.0559) (0.0565) (0.00408) (0.00259) 
Mean for Whites 0.583*** -0.0563*** -0.0645*** 0.0358* -0.0204 0.239*** 0.0673*** 
 (0.00757) (0.0147) (0.0117) (0.0159) (0.0110) (0.00558) (0.00240) 
        
Observations 2,131,274 1,132,627 2,106,429 19,885 20,210 1,916,621 1,919,523 
R-squared 0.021 0.002 0.001 0.004 0.005 0.002 0.003 
 
Note: The above estimates indicate the black-white gap of each outcome variable at various time periods, relative to the pre-period (2010-2012). 
The estimates are from regressions of the outcome variable on indicators for year and whether the individual identifies as black. The sample 
includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. Standard errors are 





Table 18. Black-White Gap in General Health and Disability with Controls (2010-2016) 
Black-White Gap  
Health is "Excellent" 
or "Very Good" 
Days of Poor 
Health  
Days of Poor 
Physical Health  
Healthy 




for Physical Limitations 
Pre-Period:        
2010-2012 -0.116*** 0.0262** -0.00373 0.168** -0.0325** -0.0269*** 0.0323*** 
 (0.00433) (0.0129) (0.00971) (0.0439) (0.0113) (0.00429) (0.00237) 
Relative to Pre-Period:        
2013 0.0163*** -0.0149 -0.0218***   0.00312 -0.00482 
 (0.00529) (0.0131) (0.00805)   (0.00421) (0.00311) 
2014 0.0226*** -0.0360*** -0.0260*** 0.0459 -0.127** 0.00327 -0.00137 
 (0.00434) (0.0120) (0.00870) (0.0462) (0.0400) (0.00406) (0.00360) 
2015 0.0241*** -0.0373*** -0.0356*** -0.0593 -0.150*** -0.00558 -0.00534* 
 (0.00492) (0.0138) (0.00879) (0.0468) (0.0156) (0.00496) (0.00308) 
2016 0.0342*** -0.0662*** -0.0594*** 0.0671 -0.118*** -0.0253*** -0.0137** 
 (0.00542) (0.0145) (0.0112) (0.0460) (0.00985) (0.00893) (0.00522) 
2014-2016 0.0271*** -0.0471*** -0.0409*** 0.0516 -0.123*** -0.00687* -0.00575** 
 (0.00371) (0.0102) (0.00768) (0.0465) (0.0246) (0.00409) (0.00272) 
Mean for Whites 0.583*** -0.0563*** -0.0645*** 0.0358* -0.0204 0.239*** 0.0673*** 
 (0.00757) (0.0147) (0.0117) (0.0159) (0.0110) (0.00558) (0.00240) 
Controls        
Age X X X X X X X 
Education X X X X X X X 
State X X X X X X X 
Gender X X X X X X X 
Married  X X X X X X X 
 
       
Observations 2,117,045 1,125,699 2,092,684 19,826 20,150 1,906,925 1,909,724 
R-squared 0.103 0.064 0.055 0.068 0.083 0.059 0.036 
Note: The above estimates indicate the black-white gap of each outcome variable at various time periods, relative to the pre-period (2010-2012). The estimates 
are from regressions of the outcome variable on indicators for year, whether the individual identifies as black, as well as controls for age, education, state, gender, 
and marital status. The sample includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. 
Standard errors are clustered by state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1.  
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Table 19. Hispanic-White Gap in General Health and Disability (2010-2016) 
Hispanic-White Gap 
Health is "Excellent" 
or "Very Good" 
Days of 
Poor Health  
Days of Poor 








for Physical Limitations 
Pre-Period:        
2010-2012 -0.206*** 0.0404** 0.0591*** -0.120*** 0.0512** -0.0611*** -0.00943** 
 (0.0123) (0.0189) (0.0136) (0.00169) (0.0114) (0.00890) (0.00395) 
Relative to Pre-Period:        
2013 0.0133*** -0.0183 -0.0151   0.0109* -0.00163 
 (0.00412) (0.0156) (0.00966)   (0.00547) (0.00207) 
2014 0.0151*** -0.0292 -0.0224 0.404*** -0.372*** 0.00764 -0.00308 
 (0.00545) (0.0239) (0.0200) (0.0612) (0.0531) (0.00752) (0.00344) 
2015 0.0136** -0.0250 -0.0322* -0.0701*** -0.677*** 0.00331 -0.00327 
 (0.00617) (0.0242) (0.0170) (0.00169) (0.0114) (0.00725) (0.00362) 
2016 0.0315*** -0.0578*** -0.0671*** 0.308*** -0.325*** -0.0221* -0.0121* 
 (0.00644) (0.0174) (0.0158) (0.0429) (0.0536) (0.0129) (0.00687) 
2014-2016 0.0202*** -0.0378* -0.0412** 0.342*** -0.358*** 0.000332 -0.00489 
 (0.00471) (0.0203) (0.0160) (0.0380) (0.0439) (0.00710) (0.00301) 
Mean for Whites 0.583*** -0.0563*** -0.0645*** 0.0358* -0.0204 0.239*** 0.0673*** 
 (0.00757) (0.0147) (0.0117) (0.0159) (0.0110) (0.00558) (0.00240) 
        
Observations 2,131,274 1,132,627 2,106,429 19,885 20,210 1,916,621 1,919,523 
R-squared 0.021 0.002 0.001 0.004 0.005 0.002 0.003 
 
Note: The above estimates indicate the Hispanic-white gap of each outcome variable at various time periods, relative to the pre-period (2010-
2012). The estimates are from regressions of the outcome variable on indicators for year and whether the individual identifies as Hispanic. The 
sample includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. Standard 
errors are clustered by state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1.  
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Table 20. Hispanic-White Gap in General Health and Disability with Controls (2010-2016) 
Hispanic-White Gap 
Health is "Excellent" 
or "Very Good" 
Days of Poor 
Health  
Days of Poor 







Need Accommodations for 
Physical Limitations 
Pre-Period:        
2010-2012 -0.140*** -0.0401** -0.0167 -0.0659*** 0.0238 -0.0713*** -0.0130*** 
 (0.00758) (0.0194) (0.0130) (0.0117) (0.0348) (0.00789) (0.00333) 
Relative to Pre-Period:        
2013 0.0394*** -0.0606*** -0.0646***   -0.0234*** -0.0179*** 
 (0.00418) (0.0183) (0.0119)   (0.00640) (0.00265) 
2014 0.0483*** -0.0815*** -0.0791*** 0.440** -0.449*** -0.0296*** -0.0209*** 
 (0.00619) (0.0261) (0.0221) (0.139) (0.0470) (0.00817) (0.00386) 
2015 0.0459*** -0.0685** -0.0900*** 0.406*** -0.784*** -0.0332*** -0.0204*** 
 (0.00659) (0.0260) (0.0188) (0.0139) (0.0331) (0.00788) (0.00406) 
2016 0.0567*** -0.0919*** -0.116*** 0.365*** -0.388*** -0.0570*** -0.0288*** 
 (0.00613) (0.0196) (0.0204) (0.0215) (0.0486) (0.0145) (0.00773) 
2014-2016 0.0503*** -0.0809*** -0.0956*** 0.392*** -0.414*** -0.0360*** -0.0222*** 
 (0.00553) (0.0227) (0.0188) (0.0696) (0.0429) (0.00841) (0.00380) 
Mean for Whites 0.583*** -0.0563*** -0.0645*** 0.0358* -0.0204 0.239*** 0.0673*** 
 (0.00757) (0.0147) (0.0117) (0.0159) (0.0110) (0.00558) (0.00240) 
Controls        
Age X X X X X X X 
Education X X X X X X X 
State X X X X X X X 
Gender X X X X X X X 
Married  X X X X X X X 
 
       
Observations 2,117,045 1,125,699 2,092,684 19,826 20,150 1,906,925 1,909,724 
R-squared 0.103 0.064 0.055 0.068 0.083 0.059 0.036 
Note: The above estimates indicate the Hispanic-white gap of each outcome variable at various time periods, relative to the pre-period (2010-2012). The 
estimates are from regressions of the outcome variable on indicators for year, whether the individual identifies as Hispanic, as well as controls for age, education, 
state, gender, and marital status. The sample includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 
to 2016. Standard errors are clustered by state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1. 
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Table 21. Black-White Gap in Cardiac Health (2010-2016)  
Black-White Gap  
Ever Had 
Heart Attack 
Ever Had Heart 
Disease 
Ever Had High 
Blood Pressure 
Ever Taken Blood 
Pressure Medications 
Ever Had Blood 
Cholesterol Checked  




Pre-Period:        
2010-2012 0.00798*** 0.00488*** 0.160*** 0.0628*** -0.0338*** -0.0119** 0.00948 
 (0.00159) (0.00151) (0.00790) (0.00605) (0.00800) (0.00574) (0.0102) 
Relative to Pre-
Period:        
2013 5.02e-05 0.000528 -0.00389 0.0167** 0.0137** 0.00440 0.0118 
 (0.00163) (0.00139) (0.00469) (0.00672) (0.00518) (0.00458) (0.0157) 
2014 0.00110 -0.00116 0.146*** 0.0296 0.0684*** 0.127** 0.246*** 
 (0.00155) (0.00142) (0.0470) (0.0465) (0.0232) (0.0503) (0.0725) 
2015 -0.00226 -0.000689 -0.0180*** 0.0192*** 0.00846 0.00619 0.0160 
 (0.00142) (0.00178) (0.00624) (0.00615) (0.00548) (0.00518) (0.0131) 
2016 -0.00460*** -0.00556*** 0.0155 0.0504* 0.0395** 0.0447** 0.379*** 
 (0.00156) (0.00117) (0.0263) (0.0261) (0.0194) (0.0194) (0.0102) 
2014-2016 -0.00197* -0.00260** -0.0153** 0.0200*** 0.0100* 0.00838 0.0318 
 (0.00115) (0.000985) (0.00614) (0.00593) (0.00546) (0.00525) (0.0199) 
Mean for Whites 0.0316*** 0.0332*** 0.289*** 0.759*** 0.860*** 0.379*** 0.233*** 
 (0.00133) (0.00150) (0.00598) (0.00591) (0.00613) (0.00426) (0.00823) 
        
Observations 2,129,229 2,126,702 937,027 279,177 918,293 763,175 121,671 
R-squared 0.000 0.000 0.011 0.009 0.015 0.001 0.005 
 
Note: The above estimates indicate the black-white gap of each outcome variable at various time periods, relative to the pre-period (2010-2012). 
The estimates are from regressions of the outcome variable on indicators for year and whether the individual identifies as black. The sample 
includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. Standard errors are 





Table 22. Black-White Gap in Cardiac Health with Controls (2010-2016)  
Black-White Gap  
Ever Had 
Heart Attack 
Ever Had Heart 
Disease 
Ever Had High 
Blood Pressure 
Ever Taken Blood 
Pressure Medications 
Ever Had Blood 
Cholesterol Checked  




Pre-Period:        
2010-2012 0.00508*** 0.00241* 0.156*** 0.0708*** 0.0248*** -0.0139*** 0.0247*** 
 (0.00153) (0.00121) (0.00396) (0.00387) (0.00368) (0.00315) (0.00327) 
Relative to Pre-Period:        
2013 -0.00267 -0.00256** -0.0192*** -0.000879 -0.00995** -0.0130*** -0.00502 
 (0.00161) (0.00119) (0.00474) (0.00612) (0.00403) (0.00400) (0.00935) 
2014 -0.00192 -0.00458*** 0.100** -0.0181 0.0298 0.104** 0.242*** 
 (0.00154) (0.00132) (0.0435) (0.0500) (0.0272) (0.0499) (0.0749) 
2015 -0.00477*** -0.00351** -0.0328*** 0.00180 -0.0128*** -0.0112** -0.00382 
 (0.00142) (0.00165) (0.00627) (0.00624) (0.00427) (0.00508) (0.00766) 
2016 -0.00576*** -0.00709*** -0.0138 0.0237 0.00963 0.0275 0.361*** 
 (0.00170) (0.00135) (0.0214) (0.0282) (0.0183) (0.0203) (0.00286) 
2014-2016 -0.00419*** -0.00518*** -0.0309*** 0.00202 -0.0117*** -0.00906* 0.0135 
 (0.00124) (0.00100) (0.00617) (0.00625) (0.00438) (0.00532) (0.0173) 
Mean for Whites 0.0316*** 0.0332*** 0.289*** 0.759*** 0.860*** 0.379*** 0.233*** 
 (0.00133) (0.00150) (0.00598) (0.00591) (0.00613) (0.00426) (0.00823) 
Controls        
Age X X X X X X X 
Education X X X X X X X 
State X X X X X X X 
Gender X X X X X X X 
Married  X X X X X X X 
 
       
Observations 2,115,021 2,112,510 931,065 277,573 912,451 758,665 121,032 
R-squared 0.024 0.021 0.078 0.084 0.130 0.044 0.053 
 
Note: The above estimates indicate the black-white gap of each outcome variable at various time periods, relative to the pre-period (2010-2012). The estimates 
are from regressions of the outcome variable on indicators for year, whether the individual identifies as black, as well as controls for age, education, state, gender, 
and marital status. The sample includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. 
Standard errors are clustered by state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1.
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Table 23. Hispanic-White Gap in Cardiac Health (2010-2016)  





Ever Had High 
Blood Pressure 
Ever Taken Blood 
Pressure Medications 
Ever Had Blood 
Cholesterol Checked  




Pre-Period:        
2010-2012 -0.00332** -0.00268 -0.0389** -0.0866*** -0.153*** -0.0258*** -0.0536*** 
 (0.00162) (0.00537) (0.0156) (0.0187) (0.0187) (0.00735) (0.00975) 
Relative to Pre-Period:        
2013 -0.000796 -0.000201 0.00120 -0.00499 0.0179 -0.000291 -0.0303** 
 (0.00127) (0.00135) (0.00618) (0.0112) (0.0122) (0.00829) (0.0115) 
2014 -0.000924 -0.000483 -0.0292 0.00275 0.0218 -0.0254 0.0138 
 (0.00171) (0.00208) (0.0239) (0.0420) (0.0247) (0.0288) (0.0714) 
2015 -0.00179 -0.00187 -0.00415 -0.00919 0.0231** 0.00150 -0.00488 
 (0.00121) (0.00165) (0.00655) (0.0121) (0.00999) (0.00934) (0.0158) 
2016 -0.00282* -0.00380*** -0.00211 -0.0927*** 0.0354 -0.0301** 0.0400*** 
 (0.00159) (0.00139) (0.0163) (0.0255) (0.0216) (0.0149) (0.00975) 
2014-2016 -0.00185* -0.00213* -0.00500 -0.0134 0.0229** -0.00106 -0.00360 
 (0.00103) (0.00112) (0.00616) (0.0108) (0.0103) (0.00932) (0.0156) 
Mean for Whites 0.0316*** 0.0332*** 0.289*** 0.759*** 0.860*** 0.379*** 0.233*** 
 (0.00133) (0.00150) (0.00598) (0.00591) (0.00613) (0.00426) (0.00823) 
        
Observations 2,129,229 2,126,702 937,027 279,177 918,293 763,175 121,671 
R-squared 0.000 0.000 0.011 0.009 0.015 0.001 0.005 
 
Note: The above estimates indicate the Hispanic-white gap of each outcome variable at various time periods, relative to the pre-period (2010-
2012). The estimates are from regressions of the outcome variable on indicators for year and whether the individual identifies as Hispanic. The 
sample includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. Standard 
errors are clustered by state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1.
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Table 24. Hispanic-White Gap in Cardiac Health with Controls (2010-2016)  





Ever Had High 
Blood Pressure 
Ever Taken Blood 
Pressure Medications 
Ever Had Blood 
Cholesterol Checked  




Pre-Period:        
2010-2012 -0.00297** -0.00240 -0.0236** -0.0577*** 0.00769 0.00582 -0.0556*** 
 (0.00135) (0.00167) (0.00933) (0.0123) (0.00714) (0.0125) (0.00700) 
Relative to Pre-Period:        
2013 -0.00993*** -0.0105*** -0.0579*** -0.0351*** -0.0557*** -0.0863*** -0.0589*** 
 (0.00154) (0.00166) (0.00932) (0.0130) (0.00976) (0.0175) (0.00704) 
2014 -0.0111*** -0.0118*** -0.0623 -0.0173 -0.0841*** -0.0250 -0.0662*** 
 (0.00202) (0.00224) (0.0408) (0.0188) (0.0268) (0.0818) (0.00898) 
2015 -0.0116*** -0.0125*** -0.0634*** -0.0247** -0.0563*** -0.0946*** -0.0718*** 
 (0.00138) (0.00156) (0.0108) (0.0114) (0.0128) (0.0168) (0.00849) 
2016 -0.0123*** -0.0136*** -0.102*** -0.00262 -0.0833*** -0.0583*** -0.0776*** 
 (0.00242) (0.00159) (0.0219) (0.0175) (0.0137) (0.0135) (0.00959) 
2014-2016 -0.0117*** -0.0127*** -0.0655*** -0.0241** -0.0585*** -0.0894*** -0.0721*** 
 (0.00163) (0.00140) (0.0104) (0.0113) (0.0129) (0.0172) (0.00882) 
Mean for Whites 0.0316*** 0.0332*** 0.289*** 0.759*** 0.860*** 0.379*** 0.233*** 
 (0.00133) (0.00150) (0.00598) (0.00591) (0.00613) (0.00426) (0.00823) 
Controls        
Age X X X X X X X 
Education X X X X X X X 
State X X X X X X X 
Gender X X X X X X X 
Married  X X X X X X X 
 
       
Observations 2,115,021 2,112,510 277,573 912,451 758,665 121,032 1,844,761 
R-squared 0.024 0.021 0.084 0.130 0.044 0.053 0.080 
Note: The above estimates indicate the Hispanic-white gap of each outcome variable at various time periods, relative to the pre-period (2010-2012). The 
estimates are from regressions of the outcome variable on indicators for year, whether the individual identifies as Hispanic, as well as controls for age, education, 
state, gender, and marital status. The sample includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 
to 2016. Standard errors are clustered by state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1.
 92 
Table 25. Black-White Gap in Other Illnesses (2010-2016)  

















Take Insulin to 
Control Diabetes  
Ever Screened 
for Diabetes  
Pre-Period:           
2010-2012 0.0235*** -0.0534*** -0.0147*** 0.00628** 0.00861*** 0.0186** 0.0702*** -0.0363*** 0.0500*** 0.0591*** 
 (0.00450) (0.00213) (0.00130) (0.00289) (0.000966) (0.00725) (0.00373) (0.00448) (0.00643) (0.00686) 
Relative to Pre-Period:           
2013 0.00133 -0.00207 0.00130 0.00367 -0.00111 -0.00455 -0.000540 -0.0191*** -0.0198 -0.00522 
 (0.00279) (0.00233) (0.00151) (0.00269) (0.00132) (0.00498) (0.00282) (0.00660) (0.0123) (0.00718) 
2014 0.00254 -0.000521 -0.000375 0.00497** 0.000487 -0.00145 0.00144 -0.0284*** -0.0269* -0.0119 
 (0.00252) (0.00150) (0.00177) (0.00210) (0.00136) (0.00520) (0.00327) (0.00872) (0.0138) (0.00759) 
2015 0.00200 -0.00231** -0.00141 -0.00105 -0.000946 -0.0138*** -0.00313 -0.0404** -0.0337*** -0.0326*** 
 (0.00386) (0.00114) (0.00167) (0.00308) (0.00139) (0.00493) (0.00330) (0.0189) (0.0105) (0.00962) 
2016 -0.00449 -0.000680 -0.00541*** -0.00493 -0.00104 -0.0302*** -0.0115*** -0.0544*** -0.0232 -0.0269*** 
 (0.00444) (0.00232) (0.00202) (0.00353) (0.00188) (0.00651) (0.00315) (0.0159) (0.0148) (0.00823) 
2014-2016 -0.000116 -0.00114 -0.00252* -0.000437 -0.000489 -0.0156*** -0.00460** -0.0402*** -0.0307*** -0.0196*** 
 (0.00270) (0.00127) (0.00127) (0.00239) (0.00109) (0.00467) (0.00212) (0.0114) (0.00708) (0.00592) 
Mean for Whites 0.134*** 0.0572*** 0.0595*** 0.0613*** 0.0209*** 0.261*** 0.0801*** 2.860*** 0.309*** 0.578*** 
 (0.00292) (0.00214) (0.000928) (0.00286) (0.000606) (0.00600) (0.00245) (0.00492) (0.00415) (0.00680) 
           
Observations 2,131,245 1,840,472 1,840,169 1,836,834 1,839,754 1,857,506 2,132,740 900,236 85,166 869,235 
R-squared 0.001 0.011 0.002 0.001 0.000 0.005 0.005 0.002 0.002 0.002 
 
Note: The above estimates indicate the black-white gap of each outcome variable at various time periods, relative to the pre-period (2010-2012). 
The estimates are from regressions of the outcome variable on indicators for year and whether the individual identifies as black. The sample 
includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. Standard errors are 
clustered by state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1. 
 
 93 
Table 26. Black-White Gap in Other Illnesses with Controls (2010-2016)  
























Pre-Period:           
2010-2012 0.00644** -0.0480*** -0.0154*** -0.0175*** 0.00656*** 0.00532 0.0632*** -0.0421*** 0.0420*** 0.111*** 
 (0.00316) (0.00244) (0.00120) (0.00304) (0.000997) (0.00372) (0.00248) (0.00410) (0.00682) (0.00522) 
Relative to Pre-Period:           
2013 0.00240 -0.00664*** -0.00254 0.00284 -0.00210 -0.0160*** -0.00764** -0.00987 -0.0164 -0.0265*** 
 (0.00272) (0.00249) (0.00167) (0.00274) (0.00140) (0.00498) (0.00290) (0.00622) (0.0115) (0.00694) 
2014 0.00409 -0.00526*** -0.00398** 0.00323 -0.000345 -0.0137*** -0.00574* -0.0169** -0.0301* -0.0343*** 
 (0.00245) (0.00150) (0.00194) (0.00222) (0.00144) (0.00494) (0.00325) (0.00836) (0.0152) (0.00561) 
2015 0.00385 -0.00681*** -0.00468*** -0.00154 -0.00152 -0.0251*** -0.00952*** -0.0354* -0.0296*** -0.0399*** 
 (0.00348) (0.00114) (0.00173) (0.00301) (0.00140) (0.00515) (0.00341) (0.0183) (0.0101) (0.00807) 
2016 4.93e-05 -0.00587** -0.00749*** -0.00190 -0.00127 -0.0342*** -0.0154*** -0.0475*** -0.0240* -0.0422*** 
 (0.00395) (0.00259) (0.00188) (0.00311) (0.00187) (0.00616) (0.00300) (0.0152) (0.0130) (0.00723) 
2014-2016 0.00258 -0.00598*** -0.00546*** -0.000108 -0.00103 -0.0246*** -0.0104*** -0.0320*** -0.0295*** -0.0373*** 
 (0.00247) (0.00145) (0.00135) (0.00234) (0.00113) (0.00484) (0.00223) (0.0113) (0.00776) (0.00542) 
Mean for Whites 0.134*** 0.0572*** 0.0595*** 0.0613*** 0.0209*** 0.261*** 0.0801*** 2.860*** 0.309*** 0.578*** 
 (0.00292) (0.00214) (0.000928) (0.00286) (0.000606) (0.00600) (0.00245) (0.00492) (0.00415) (0.00680) 
Controls           
Age X X X X X X X X X X 
Education X X X X X X X X X X 
State X X X X X X X X X X 
Gender X X X X X X X X X X 
Married  X X X X X X X X X X 
           
Observations 1,408,300 1,212,724 1,212,821 1,211,382 1,212,836 1,223,908 1,408,802 604,690 40,910 585,079 
R-squared 0.012 0.021 0.016 0.023 0.003 0.054 0.022 0.010 0.014 0.046 
Note: The above estimates indicate the black-white gap of each outcome variable at various time periods, relative to the pre-period (2010-2012). The estimates 
are from regressions of the outcome variable on indicators for year, whether the individual identifies as black, as well as controls for age, education, state, gender, 
and marital status. The sample includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. 
Standard errors are clustered by state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1. 
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Table 27. Hispanic-White Gap in Other Illnesses (2010-2016)  
























Pre-Period:           
2010-2012 -0.000909 -0.0475*** -0.0260*** -0.0224*** 0.00499*** -0.0919*** 0.0264*** -0.00289 -0.00949 0.00939 
 (0.00929) (0.00214) (0.00150) (0.00301) (0.00159) (0.00878) (0.00470) (0.0114) (0.00901) (0.0246) 
Relative to Pre-Period:           
2013 0.00494 -0.00160 -0.00189 -0.00134 -0.00121 -0.00282 -0.00339 0.00455 -0.0298** 0.00175 
 (0.00379) (0.00197) (0.00136) (0.00202) (0.00141) (0.00429) (0.00263) (0.00903) (0.0138) (0.0160) 
2014 -0.00376 -0.00161 -0.00125 -0.00591*** -0.00108 -0.00752 -0.00410 -0.0164** -0.0125 0.00349 
 (0.00488) (0.00140) (0.00183) (0.00215) (0.00127) (0.00659) (0.00276) (0.00718) (0.0156) (0.0111) 
2015 -0.00884* -0.00314*** -0.00148 -0.00627** -0.00315* -0.0137** -0.00360 0.00938 -0.0260 -0.0674** 
 (0.00501) (0.00102) (0.00176) (0.00248) (0.00174) (0.00568) (0.00339) (0.0195) (0.0170) (0.0269) 
2016 -0.00918 -0.000773 -0.00185 -0.00511* -0.00148 -0.0235*** -0.0148*** 0.00179 0.0364* -0.00227 
 (0.00600) (0.00193) (0.00221) (0.00262) (0.00223) (0.00662) (0.00250) (0.0136) (0.0195) (0.0150) 
2014-2016 -0.00725 -0.00179 -0.00153 -0.00569*** -0.00186 -0.0152** -0.00775*** -0.00828 -0.00941 -0.00662 
 (0.00473) (0.00109) (0.00168) (0.00211) (0.00160) (0.00594) (0.00232) (0.00791) (0.0134) (0.00972) 
Mean for Whites 0.134*** 0.0572*** 0.0595*** 0.0613*** 0.0209*** 0.261*** 0.0801*** 2.860*** 0.309*** 0.578*** 
 (0.00292) (0.00214) (0.000928) (0.00286) (0.000606) (0.00600) (0.00245) (0.00492) (0.00415) (0.00680) 
           
Observations 2,131,245 1,840,472 1,840,169 1,836,834 1,839,754 1,857,506 2,132,740 900,236 85,166 869,235 
R-squared 0.001 0.011 0.002 0.001 0.000 0.005 0.005 0.002 0.002 0.002 
 
Note: The above estimates indicate the Hispanic-white gap of each outcome variable at various time periods, relative to the pre-period (2010-
2012). The estimates are from regressions of the outcome variable on indicators for year and whether the individual identifies as Hispanic. The 
sample includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 to 2016. Standard 
errors are clustered by state and included in parentheses. *** p<0.01, ** p<0.05, * p<0.1. 
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Table 28. Hispanic-White Gap in Other Illnesses with Controls (2010-2016)  
























Pre-Period:           
2010-2012 -0.0300*** -0.0340*** -0.0162*** -0.0354*** 0.00483*** -0.0556*** 0.0355*** -0.00944 -0.0187* 0.0556*** 
 (0.00787) (0.00275) (0.00161) (0.00293) (0.00131) (0.00700) (0.00318) (0.00760) (0.0105) (0.00645) 
Relative to Pre-Period:           
2013 0.00794** -0.0137*** -0.0135*** -0.0112*** -0.00495*** -0.0589*** -0.0266*** 0.0275*** -0.0220* -0.0494*** 
 (0.00343) (0.00218) (0.00182) (0.00257) (0.00155) (0.00704) (0.00269) (0.00758) (0.0127) (0.0107) 
2014 -0.000801 -0.0145*** -0.0135*** -0.0175*** -0.00557*** -0.0662*** -0.0288*** 0.00866 -0.00858 -0.0418*** 
 (0.00435) (0.00192) (0.00219) (0.00267) (0.00137) (0.00898) (0.00316) (0.00620) (0.0140) (0.00879) 
2015 -0.00665 -0.0155*** -0.0134*** -0.0177*** -0.00741*** -0.0718*** -0.0282*** 0.0176 -0.0216 -0.0783*** 
 (0.00483) (0.00137) (0.00231) (0.00322) (0.00189) (0.00849) (0.00421) (0.0171) (0.0168) (0.0153) 
2016 -0.00410 -0.0141*** -0.0132*** -0.0149*** -0.00528** -0.0776*** -0.0374*** 0.0227** 0.0331* -0.0438*** 
 (0.00560) (0.00263) (0.00267) (0.00357) (0.00232) (0.00959) (0.00330) (0.0111) (0.0187) (0.0103) 
2014-2016 -0.00380 -0.0147*** -0.0133*** -0.0166*** -0.00603*** -0.0721*** -0.0317*** 0.0131* -0.00625 -0.0467*** 
 (0.00444) (0.00170) (0.00222) (0.00288) (0.00174) (0.00882) (0.00322) (0.00700) (0.0123) (0.00880) 
Mean for Whites 0.134*** 0.0572*** 0.0595*** 0.0613*** 0.0209*** 0.261*** 0.0801*** 2.860*** 0.309*** 0.578*** 
 (0.00292) (0.00214) (0.000928) (0.00286) (0.000606) (0.00600) (0.00245) (0.00492) (0.00415) (0.00680) 
Controls           
Age X X X X X X X X X X 
Education X X X X X X X X X X 
State X X X X X X X X X X 
Gender X X X X X X X X X X 
Married  X X X X X X X X X X 
 
          
Observations 2,116,999 1,827,722 1,827,425 1,824,149 1,827,022 1,844,761 2,118,473 894,613 84,660 863,844 
R-squared 0.014 0.023 0.018 0.042 0.005 0.080 0.036 0.010 0.008 0.044 
Note: The above estimates indicate the Hispanic-white gap of each outcome variable at various time periods, relative to the pre-period (2010-2012). The 
estimates are from regressions of the outcome variable on indicators for year, whether the individual identifies as Hispanic, as well as controls for age, education, 
state, gender, and marital status. The sample includes all individuals between the age of 19 and 64 in the Behavioral Risk Factor Surveillance System from 2010 
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